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Abstract 
Pressures on the Australian health system and forecasted healthcare workforce 
shortages have required a re-evaluation of the framework of healthcare delivery and the 
composition of the healthcare workforce in the Australian public health sector. Proposed 
health workforce reforms aim for healthcare professionals to be enabled to work to the upper 
end of their scope of practice, utilising their skills and knowledge, while lower trained 
workers attend to work that does not require high levels of training. In 2009, a new workforce 
initiative, an unregulated nursing assistant (NA) position, was introduced as a supernumerary 
addition to the nursing team in the acute ward setting at a tertiary-level hospital in Victoria, 
Australia. The intention of this position was to supplement the existing nursing team, to 
enhance patient care and assist with the nurses’ workload.  
This study aimed to examine the unregulated NA role in the acute ward setting using 
a single case, embedded, descriptive case study research design. Nurse leaders (policy 
makers, mangers, supervisors and educators), nurses (Registered Nurse/ Enrolled Nurse) and 
NAs participated in individual interviews or focus groups to inform this research. 
Documentary evidence was collected to augment and triangulate the information learnt 
during the interview process. The results demonstrated that five key areas need to be 
considered for the implementation of the role to be effective clarity, consistency, 
communication, collegiality and commitment. As the NA role becomes more prevalent in the 
Australian context, Australian nurses need to take responsibility for enacting their profession 
and ensuring the quality of care provided to their patients by a wider team. They need to work 
as a team with the NA, sharing expectations and respect for each-others’ roles within the 
nursing team. Australian nurses have the opportunity to learn from the experiences of their 
international counterparts and ensure the NA role enhances both patient care and the nursing 
experience through leadership, support and direction. 
1 
 
Chapter 1: Introduction 
1.1 Introduction 
The health of a nation’s population is important to its economy, security, identity and 
the wellbeing of its people (National Health and Hospital Reform Commission [NHHRC], 
2009; Productivity Commission [PC], 2009). Over the last decades, increased demand on the 
Australian healthcare system has resulted in growing health expenditure and affected the 
ability of health services to meet the needs of the population (Department of Health Victoria 
[DoH Vic], 2011; Department of the Prime Minister and Cabinet [DPMC], 2014). Increasing 
consumer expectation, an ageing population, and increasing prevalence of chronic and 
complex illnesses have put pressure on healthcare services (DoH Vic, 2011). As a result, 
there has been an increased focus on efficiency in healthcare delivery through the promotion 
of clinically and cost-effective healthcare improvements (PC, 2015).  
In 2009, a new nursing workforce initiative was implemented at a tertiary-level 
hospital1 in the state of Victoria, Australia. An unregulated Nursing Assistant (NA) position 
was introduced, with successful candidates employed as a supernumerary addition to the 
nursing team in the acute ward setting, within the hospital organisation. The intention of this 
position was to supplement the existing nursing team, to enhance patient care and assist with 
the nurses’ workload. The NA position supports the nurse in the delivery of basic patient 
care, including patient hygiene, feeding, mobilising and general patient support. At the time 
of this case study, the NA model of care employed by the hospital organisation was unique2 
                                                 
1 According to the Australian Government Department of Health (2013), “Tertiary health care refers to highly 
specialised or complex services provided by specialists or allied health professional in a hospital or primary 
health care setting, such as cancer treatment and complex surgery”. 
2 A second NA model had been implemented in a rural location in Victoria through the Better Skills Better Care 
project; however, due to significant differences in the design of the NA models, a direct comparison could not 
be made to the NA model employed in this case. 
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in the context of Victoria and the hospital organisation examined in this case. This workforce 
initiative was supported and funded by the DoH Vic (PricewaterhouseCoopers [PwC], 2011). 
1.2 Context for this research 
The Australian healthcare system depends on qualified and regulated health 
professionals with the appropriate skills and level of expertise to meet the demands on the 
healthcare workforce and provide patients with clinically effective care (DoH Vic, 2011; 
Health Workforce Australia [HWA], 2012b). It has been forecast that there will be an 
increased demand for healthcare workers and that the current models of service delivery and 
policy parameters will not be sustainable (HWA, 2012a; National Health Workforce 
Taskforce, 2009). These projected healthcare demands and predicted workforce shortages 
provide a challenge for organisations to maintain adequate staffing levels to deliver safe, 
quality patient care (Roche, Duffield, Friedman, Dimitrelis, & Rowbotham, 2016). HWA 
(2012a) has projected the need for coordinated long-term reforms by governments, 
professionals, and education and training institutions to maintain a sustainable and affordable 
health workforce, with the ability to provide quality care into the future. To improve 
workforce capacity, utility and sustainability a focus has been placed on the optimal use of 
the skills and training of health professionals through the allocation of low-skilled or routine 
tasks to other workers, such as in the case of the supplementation of the nursing workforce 
with the unregulated NA position (Duckett, Breadon, & Farmer, 2014; PwC, 2011).  
The role of a nurse goes beyond an organisational employee focused on efficiency 
and standardisation. A nurse builds a therapeutic relationship with a patient, implementing 
the nursing process and optimising patient outcomes (Jones, 2010). Nurses are caregivers, 
advocates, educators, communicators, managers, researchers, experts and clinicians (Potter, 
Perry, & Stockert, 2014; Zerwekh & Garneau, 2014). The nurses’ scope of practice has 
3 
 
expanded over time and continues to do so in response to evolving demands on the healthcare 
workforce, with nurses performing duties once considered the purview of other health 
professionals (Birks, Davis, Smithson, & Cant, 2016). This increasing complexity of the 
nursing role has been influenced by higher patient acuity3 and comorbidities, technological 
advancements, quicker patient turn around and shortened patient hospital stays (Duffield, 
Roche, Twigg, Williams, & Clarke, 2016; Roche et al., 2016; Twigg, Myers, et al., 2016).  
Increasingly complex patient care, nursing shortages and an ageing nursing workforce 
have been associated with complaints about increased nursing workloads by nurses and the 
organisations representing them (Duffield et al., 2016). Workload pressures on nurses are 
associated with low role satisfaction, emotional exhaustion and compromises on high quality 
and safe patient care, with work missed or errors made (Duffield et al., 2016; Eagar, Cowin, 
Gregory, & Firtko, 2010; MacPhee, Dahinten, & Havaei, 2017; Neill; Verrall et al., 2015; 
Winters & Neville, 2012). Increasingly, nurses are reporting missed or poor standards of care 
due to time pressures, nursing staffing levels, the turbulent nature of the work environment, 
and patient volume, acuity and activity (Jones, 2010). The ‘caring’ components of nursing 
may be overlooked as nurses are occupied with technical duties, thus impacting the patient 
experience and the nurse–patient therapeutic relationship (Jackson & Borbasi, 2014). Nurses 
have expressed frustration at process and resource issues, and pressures that take them away 
from direct patient care; thereby affecting job satisfaction and retention ([Internal Hospital 
Organisation Document (IHOD)], 2008)4.  
                                                 
3 Patient acuity in this research is defined as the nursing requirements for patient care and is based on factors 
such as activities of daily living, cognitive support, communication support, emotional support, safety 
management, patient assessment, injury or wound management, observational needs and medication preparation 
(Mark & Harless, 2011; Sir, Dundar, Barker Steege, & Pasupathy, 2015). 
4 Internal Hospital Organisation Document (IHOD) has been used in this thesis to replace authorship 
information of internal hospital documents referenced to prevent the identification of the research setting. 
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As the hospital environment becomes more challenging, levels of appropriate staffing 
with the requisite skills and knowledge becomes more important to maintain patient safety 
and quality of care (Duffield, Gardner, & Catling-Paull, 2008). Retaining current nurses and 
attracting people to the nursing profession is important for a sustainable nursing workforce 
and maintaining the quality of care in the future (Kalisch & Lee, 2014; Rafferty et al., 2007; 
Twigg & McCullough, 2014). The workforce initiative of NAs in the acute hospital setting 
was implemented in response to these perceived pressures on the nursing workforce and 
healthcare system, and to support the provision of cost-effective, quality patient care (PwC, 
2011).  
1.3 Significance of this case study 
The care provided by the nursing team in the acute hospital setting is critical to the 
quality of the patient experience and patient outcomes (Duffield et al., 2011). Nurses are the 
largest group in the national healthcare workforce and account for approximately 50% of the 
workforce (PC, 2009). The HWA (2012b) has forecast a significant shortage in the nursing 
workforce nationally by 2025. Predicted workforce shortages and an ageing nursing 
workforce, provided the impetus for the controversial implementation of a lower trained5 
worker in the acute hospital setting. This advancement was based on the ideal that “the right 
people with the right skills are in the right place at the right time to deliver quality care to 
patients” (PwC, 2011, p. 1). Exploring methods to improve the productive use of the nursing 
workforce and efficiencies in care, including enabling nurses to work up to their level of 
education, is important to facilitate an increased nursing workforce capacity in the future 
(Duffield et al., 2008). 
                                                 
5 Lower trained refers to the assistant position holding a lower level of qualification such as a certificate III 
rather than a diploma or bachelor’s degree level of qualification.   
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Nursing workforce issues, such as staffing levels and models of care, are contentious 
issues within the Australian healthcare workforce. Debate continues in the political arena 
around the validity of nursing models of care and the optimal nursing numbers for effective 
patient care (Twigg, Myers, et al., 2016). Use of the NA position is not new in the Australian 
healthcare setting. The aged care sector has become reliant on NAs to provide patient care 
while regulated nurses attend to higher level duties (Willis et al., 2016). The aged care sector 
is in crisis, with a National Aged Care Staffing and Skills Mix Project Report finding that 
understaffing and inadequate skill mix is having a detrimental impact on patient care and 
quality of life (Willis et al., 2016). The report found that NAs negatively impact patient 
outcomes as they do not have the training to assess patients or understand the implication of 
missed care on patients. The experience of the aged care sector highlights the importance of 
adequate staffing, and supports resistance within the nursing profession to the addition of a 
lower trained worker in the acute hospital setting.  
The addition of the NA role to the acute hospital setting has further fuelled the 
political debate on nursing workforce issues, thereby highlighting the need for research based 
information on the NA role and its place within the acute hospital setting. The prediction of 
nursing workforce shortages intensifies the need to retain nursing staff and draw people to the 
nursing profession (PwC, 2011). The NA position identified in this case was implemented to 
support nurses and aimed to improve the nursing and patient experience, thus improving 
nursing retention (PwC, 2011). Yet, the addition of a lower trained worker to the nursing 
team was controversial, due to evidence demonstrating an association between the level of 
training of direct patient care workers and patient outcomes (Aiken et al., 2016; Kalisch, 
Tschannen, & Lee, 2011; Roche, Duffield, Aisbett, Diers, & Stasa, 2012).  
Australian and international research supports the argument for an association 
between nursing staffing levels and skill mix, and the quality of patient care and patient 
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outcomes (Kalisch, Tschannen, & Lee, 2011; Pearson et al., 2006; Roche et al., 2012; Twigg, 
Duffield, Bremner, Rapley, & Finn, 2012; Verrall et al., 2015). A richer skill mix (higher 
proportion of registered nursing hours) has been shown to be linked with better patient 
outcomes (Aiken et al., 2016; Kalisch, Landstrom, & Williams, 2009; Roche et al., 2016; 
Twigg et al., 2012). This finding challenges an Australian government proposal to increase 
the numbers of unregistered NA roles as a way to provide cost-effective, quality care to 
patients (Roche et al., 2012). The Grattan Report recommends using an “assistant” position in 
the health setting as an effective workforce reform measure, recognising highly trained health 
professionals are performing roles that could be undertaken by lesser trained workers 
(Duckett et al., 2014). The report indicates that the use of an assistant position may increase 
health workforce productivity, worker satisfaction and staff retention, while decreasing 
workforce costs. The decision of Australian governing bodies and organisations to support 
the nursing workforce with lower trained workers in a direct patient care role signals a 
requirement for further research in the Australian context.  
Australian research on nursing workforce, skill mix and NA issues has increased in 
recent years as implementation of NAs becomes more prevalent nationwide. A review of the 
literature on the role of NAs is difficult, as there is no common definition, title, role or 
responsibility for the unregulated NA, and the structure of nursing staffing and care delivery 
models between Australian states and territories and at the individual organisational level are 
inconsistent. In Australia, the role and title of the NA position are determined by the 
employing institution (Conway & Kearin, 2007). Insight into the nurse and NA experience in 
the acute hospital setting is important for the sustainability and future direction of the nursing 
workforce. This research seeks to provide further clarity and understanding regarding the 
purpose, role and intention of the NA position in relation to the organisation studied, with the 
aim to inform the effective introduction and ongoing implementation of the NA position in 
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the acute hospital setting. Further evidence related to the NA position may inform policy, 
education and training, and working environments. 
Although some research has been undertaken since the introduction of NAs in the 
acute hospital setting (PwC, 2011),6 the significance of the current study is its focus on the 
perceptions of key participants in this nursing workforce initiative. The research context of 
this case included medical, surgical and specialty wards that have introduced unregulated 
NAs to assist in patient care delivery into a tertiary-level acute care hospital. Participants 
represent policy makers, managers, educators, supervisors, Registered Nurses (RNs), 
Enrolled Nurses (ENs) and NAs. The lessons learnt from this research are important, as 
nurses make a significant contribution to patient care, and nursing workforce and skill mix 
decisions should be grounded in evidence based practice.  
1.4 Aims and objectives 
This study aims to describe the case of unregulated NAs practicing in an Australian 
tertiary-level acute care hospital. To achieve this aim, the researcher sought to fulfil the 
following objectives: 
1) Provide a comprehensive account of the implementation and ongoing operation of 
the NA role in the acute hospital setting, including the examination of policies and 
procedures that guide the NA role. 
2) Examine and describe the behaviours and practices of the NA in the acute hospital 
setting. 
3) Describe NAs’ perception of their role and their incorporation into the nursing 
team and the ward environment. 
4) Examine and describe the RN/EN response to the role of the NA and their 
incorporation of the NA into daily nursing practice, with a focus on the RN/ENs’ 
understanding of their level of accountability and responsibility when working 
                                                 
6 Research includes the BSBC evaluation report, conducted by PriceWaterhouse Coopers, (2011) on behalf of 
the Department of Health Victoria (PwC, 2011), and an unpublished evaluation report conducted by the hospital 
organisation. 
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with the NA, and their understanding and practice of supervision and delegation in 
this space. 
 
1.5 Research questions 
The NA model examined in this case study provides an opportunity to address the 
following research questions:   
1) How do stakeholders describe the introduction of the NA role into the acute 
hospital setting? 
2) How does policy inform the introduction of the NA into the acute hospital setting? 
3) How is supervision of the NA practiced within the acute hospital setting?  
4) How do the current behaviours and practices of the NA reflect the NA position 
description? 
5) How has the NA role been incorporated by the RN/EN into their practice in the 
acute hospital setting? 
 
1.6 Chapter synopsis 
This thesis is presented in eleven chapters. Chapter 1 provides an outline of the 
context and significance of the case study, the identified aims and research questions. 
Chapter 2 builds on the context of the case by providing background information on the 
Australian healthcare system, the nursing profession and key concepts in the NA and nursing 
workforce discussion. Chapter 3 presents a review of the research literature and Chapter 4 
details an overview of case study research design and an outline of the philosophical 
underpinning of this research. The explanatory theories applied to the analysis of data in this 
case study are also introduced. 
Chapter 5 overviews the methodology and steps involved in undertaking this case 
study research project. Chapter 6 considers the NA role from conception to its anticipated 
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future. It integrates documentary evidence and quotes from stakeholders in this case study, 
with the aim of providing background and context to the findings in the subsequent results 
chapters. Chapter 7 presents the results and analysis of data provided by the NA participants, 
Chapter 8 reviews the results and analysis of data provided by the nursing (RN/EN) 
participants, and Chapter 9 does the same for data provided by the nursing leaders. Chapter 
10 offers a detailed discussion of the findings through the lens of Lewin’s theories of social 
change management, group dynamics and supporting literature. Finally, Chapter 11 details 
the study’s recommendations and an overview of the rigour and validity of the case study, 
followed by concluding statements.  
1.7 Summary 
This chapter has outlined the context and significance of the case of NAs practicing in 
an acute care hospital setting, and identified the aims and research questions of this study, 
together with a synopsis of thesis chapters.  
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Chapter 2: Background 
2.1 Introduction 
This case study is situated in an Australian acute hospital setting affected by the 
addition of the NA position. Background information on the NA position, the nursing 
profession and the Australian healthcare system are presented in this chapter to provide 
insight into the significance of the addition of a lower trained worker to the nursing team in 
the acute hospital setting.  
2.2 Introduction to the NA 
The NA position, in the context and time of this case, was an unregistered and 
unregulated assistant role added to the nursing skill mix of an acute care hospital in the 
Australian state of Victoria. The hospital in this case defined the NA position as “a Certificate 
III Health Service Assistance qualified worker who provides basic care to patients under the 
supervision of a registered nurse” ([IHOD], 2014, p. 1). The intention of the NA position was 
to assist nursing staff with the provision of basic nursing care in the acute hospital setting, 
enhancing patient care by freeing up the nurse to attend to more technical work. The NA 
position was additional to the number of nurses and referred to as ‘supernumerary’. The 
duties of the NA position were limited to basic patient care tasks under the supervision and 
delegation of a nurse. Specific duties were tailored to the needs of the wards (surgical, 
medical, specialty) to maintain safety and efficacy. The nurses were accountable for the work 
delegated to the NA and responsible for appropriate supervision of the NA position.  
2.2.1 Historical context for the emerging NA position 
The shift of nursing education to the tertiary sector in 1984 occurred as nursing was 
recognised as a discipline and profession (Grehan, 2014; Holmes, 2008). The transition away 
11 
 
from the ‘apprenticeship model’ of training resulted in the restructure of nursing care delivery 
in the acute care setting, and an increased reliance on lower trained workers such as the EN, 
(who have since increased their scope of practice), and now the unregulated NA position 
(Holmes, 2008). Modern nursing education provides nurses with the opportunity to extend 
their knowledge and skills through specialisation, post graduate qualifications and education 
programs (J. Parker, 2014). Nurses have extended their scope of practice, moving into 
domains traditionally or legally associated with other health disciplines such as medicine 
(Goryakin, Griffiths, & Maben, 2011; Jacob, Barnett, Sellick, & McKenna, 2013). 
The evolution of the nursing role has been received with both satisfaction and 
frustration within the nursing community (Bach, Kessler, & Heron, 2012; Eagar et al., 2010; 
Jacob et al., 2013). Nurses’ expanding scope of practice can either be viewed as a sign of 
respect and acknowledgement of nursing skill and knowledge, or a strategy to reduce the cost 
of care in a wider economic agenda (Eagar et al., 2010). As RNs and ENs have increased 
their scope of practice and responsibilities in the clinical domain, the increase in duties have 
put pressure on nurses and gaps in patient care have occurred, providing an opportunity for a 
lower trained worker to assist the nurse with basic care duties. The dilution of nursing skill 
mix with lower trained workers is a controversial issue within the nursing profession. It is 
argued to be a cost cutting measure rather than a profession led framework, raising concerns 
for patient safety, quality of care and the future of the nursing profession (Twigg, Myers, et 
al., 2016). 
Pressures on the Australian health system and forecasted healthcare workforce 
shortages have required a revaluation of the framework of healthcare delivery and the 
composition of the healthcare workforce in the Australian public health sector (HWA, 
2012a). Part of these workforce reforms are aimed at enabling healthcare workers to work to 
the upper end of their scope of practice, utilising their skills and knowledge, while lower 
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trained workers attend to work that does not require high levels of training (Duckett et al., 
2014). These initiatives have been supported by a number of government reports. For 
example, the 2014 Grattan Report recommends use of the assistant position in the health 
setting as an effective workforce reform to increase health workforce productivity, worker 
satisfaction, staff retention and a decreased workforce costs (Duckett et al., 2014).  
The addition of a lower trained worker to the nursing team to reduce costs is not new. 
In the 1960s the EN position (formerly known as Nurse’s Aide) was added to a hospital based 
student nurse/RN team to improve the supply of nurses and reduce costs. At that time, the 
Nurse Aide role was task focused and limited to basic patient care (Jacob et al., 2013). With 
time, the Nurse Aide was reclassified as the EN position. The EN has become an integral part 
of Australian nursing teams since the 1990s, when nursing shortages moved RNs into more 
specialised roles to care for higher acuity patients (Jacob et al., 2013). The rapid advancement 
of the EN role in recent years has seen the EN become increasingly responsible for more 
advanced elements of patient care, including medication administration, which was once the 
sole domain of the RN. Role overlap, blurred role boundaries and role ambiguity between the 
growing nursing team (RN, EN and NA) has the potential to increase role conflict within the 
team, which can negatively impact teamwork, patient safety and quality of patient care (Jacob 
et al., 2013). There is concern within the nursing community that the nurse is abdicating [sic] 
their role to lower trained workers rather than delegating it, thus abandoning the patient 
bedside (Pearcey, 2008). Pearcey (2008) argues that nurses should think critically about the 
things that give nursing meaning and present a sense of satisfaction, which would be lost 
through the extension and the abdication [sic] of certain aspects of the nurses’ role.     
2.2.2 NA position nationally and internationally 
Organisationally, the unregulated healthcare assistant to nurses has multiple titles and 
are employed in a variety of settings both nationally and internationally. At the time of the 
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development and data collection for this research, the NA position implemented in this case 
was unique to the Victorian setting. Other Australian states had implemented NA models; 
however, due to differences in State and Territory models of healthcare delivery and the 
designated boundaries of the NA position, a direct comparison cannot be made. The 
unregulated healthcare assistant to nurses was well established within the international 
context at the time of this study. It came into prominence in the 1990s as governments, in 
response to soaring healthcare costs, went through a fundamental ‘rethinking of processes’ 
and reengineering of health delivery (Zimmermann, 1995). Congruent with the Australian 
setting, there are wide differences between NA models in an international context due to 
different healthcare delivery paradigms and needs for different populations (Aiken, Sloane, 
Bruyneel, Van Den Heede, & Sermeus, 2013). As Table 2.1 demonstrates, large variations 
exist between the NA’s title, position, function, role and responsibility within the acute care 
setting in different countries, jurisdictions and organisations.  
The commonalities between all contexts include:  
 The NA position is unregulated. 
 The NA is restricted to their level of training (level of training differs between 
jurisdictions).  
 The NA is intended to reduce the burden on nurses so they can perform more 
technical tasks.  
 The nurse remains accountable for the work delegated to the NA.  
(Aiken et al., 2016; Cipriano, 2010; Duffield et al., 2014; Roche et al., 2016).  
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Table 2. 1 Common titles for the NA position noted in the literature 
Country 
commonly 
connected to (not 
limited to) 
Titles for nursing support worker located 
in the literature 
Common 
abbreviations 
found in 
literature  
Australia Assistant in Nursing 
Health Assistant (Nursing) 
Personal Care Attendants/ Assistants 
Auxiliary Nurses  
Unlicensed Healthcare Assistant  
Nursing Assistant 
AIN 
HAN 
PCA 
 
UHCA 
NA 
UK Health Care Assistant 
Nursing Assistant 
Auxiliaries  
Healthcare Support Worker 
HCA 
 
 
HCSW 
USA Unlicensed Assistive Personnel 
Clinical Nonlicensed Assistive Personnel 
Nursing Assistive Personnel 
Certified Nursing Assistant 
Non-credentialed Assistive Personnel 
UAP 
CNLP 
 
NAP 
CNA 
Europe Nurse Assistants 
Auxiliary Nurses  
Healthcare Support Workers 
NA 
Other Medical assistant  
Patient care technician  
Care extender  
Nurse aide  
Nurse tech  
Nursing orderlies 
 
(Aiken et al., 2016; Burton & Ludwig, 2015; Duffield et al., 2014; Han et al., 2014; S. Li, Pittman, 
Han, & Lowe, 2017) 
The scope of the NA’s duties varies between countries, jurisdictions and 
organisations. A review of the literature and relevant institutional and government websites 
found that the basic duties (see Table 2.2) of the NA in these contexts are very similar. 
Contrastingly, there are vast differences in the technical duties (see Table 2:2) allocated to the 
NA between countries, jurisdictions and organisations. Notably, in countries such as the USA 
and UK, the NA position was entrusted to perform technical duties such as taking vital signs 
and phlebotomy. In the UK, the NA’s scope of practice was vast, with NAs performing 
technical duties that blur the lines between what is considered the domain of nursing and the 
NA position. 
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Table 2. 2 Duties of the NA position around the globe 
Basic care duties Technical duties 
 patients activities of daily living (ADLs) 
(patient hygiene and presentation)  
 meals assistance  
 patient mobility  
 communication (reporting, call bells and 
phone calls)  
 toileting 
 environmental maintenance (bed making, 
equipment checking, restocking) 
 general (patient escort, patient surveillance, 
settling patients) 
Common 
 taking vital signs 
 taking electrocardiograms (ECGs)  
 inserting urinary catheters  
 blood glucose monitoring 
 phlebotomy 
Less common (UK) 
 IV cannulation 
 insertion of tracheotomy tube  
 applying complex dressings 
 monitoring diagnostic machines  
 setting up infusion feeds  
 giving injections 
 preparing medication and administering it to 
patients  
 liaising with medical staff  
 relating medical information to relatives 
developing and updating care plan 
(Cavendish, 2013; Department of Health and Human Services Victoria [DHHS Vic], 2015; 
Department of Health New South Wales [DoH NSW], 2009; Department of Health Western Australia 
[DoH WA], 2018; Potter, Deshields, & Kuhrik, 2010; Roche et al., 2016; Royal College of Nursing, 
2016; Snowball, 2013)  
 
In the Australian context, the scope of the duties of the NA (however titled) 
recommended by the state or territory health departments ranges from basic care to more 
technical duties, such as taking vital signs in the acute care setting (NSW Government, 2017; 
Snowball, 2013; DoH WA, 2009; Work Cover Queensland, 2012). At the time of this case 
study, NA duties in the state of Victoria were restricted to basic patient care as detailed in 
Table 2.2 (DHHS Vic, 2015). Roche et al.’s (2016) study into the tasks performed by 
regulated and unregulated (assistant) nurses in three Australian states found that NAs were 
more likely to perform unskilled tasks and nurses (RN/ENs) were likely to perform tasks that 
required formal training in the acute care setting. They also found that a high proportion of 
NAs reported they were performing tasks considered beyond the boundaries of the NA 
position in the Australian context, such as taking electrocardiograms (ECGs), routine 
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phlebotomy and intravenous (IV) initiation. Subsequently, Roche et al. (2016) questioned 
whether this reflected different levels of training or indicated out-of-scope behaviour, 
inappropriate practice or task delegation. The expansion of the scope of NA duties is a 
controversial issue, raising safety concerns about lower trained workers performing technical 
nursing tasks in the acute care setting (Aiken et al., 2016; Jack Needleman, 2016). As 
Australian health departments look to lower trained workers as a mechanism to restrain 
healthcare costs, they should consider the healthcare delivery experiences of international 
neighbours.  
2.2.3 Learning from similar healthcare settings 
The international experience of the NA position in the acute hospital setting may 
provide insight and help inform the future of the NA position in the Australian healthcare 
setting. In the context of the United Kingdom (UK), the NA position plays an integral role in 
healthcare delivery in the National Health Service (NHS), making up one third of caring 
workforces in UK hospitals. There are different levels of education and competencies among 
the NA workforce in the UK setting, with many NAs required to perform roles once the remit 
of nurses and, in some cases, junior doctors (Cavendish, 2013). The expanded boundaries of 
the NA role in the UK deepened the NA involvement in the provision of direct patient care, 
increased the overlap of tasks between the nurse and NA, and increased the complexity of the 
delegation process as nurses struggled to understand what may be delegated and to whom 
(Cavendish, 2013). UK research found that NAs spent more time at the patient’s bedside than 
nurses, with potentially detrimental effects on patient care (Kessler, Heron, & Dopson, 2013). 
These findings are detailed in the 2013 Francis Inquiry. 
The Francis Inquiry into poor standards of care within the Mid Staffordshire NHS 
Foundation Trust from 2005–2009 revealed a systemic failure within the Trust, with 
detrimental effects on patient care. These failings were viewed as a reflection of the NHS as a 
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whole and not in isolation (Francis, 2013b). One area the Francis Inquiry examined was the 
nursing workforce and the NA position, with serious concern raised over the poor nursing 
staffing and skill mix level in the hospital setting. It was revealed that in one hospital setting 
investigated there were occasions when only one qualified nurse was working on the ward, 
supported by inadequate numbers of NAs (Francis, 2013c). Further, it was reported that NAs 
were provided inadequate supervision and were often left to their own devices. Confusion 
over the designation of the worker providing care resulted in incidents of poor care, 
erroneously attributed to nurses, with the action or inaction later found to be that of the NA 
(Francis, 2013a). The Francis Inquiry (2013a) found that patients and the public were not 
effectively protected from those who were unfit for the NA role, as there was no registration 
system for this category of worker.  
The Francis Inquiry resulted in 290 recommendations. Appendix A lists the 
recommendations relevant to the NA (titled healthcare support worker) position. In summary 
it, called for the NA positions:  
 to be registered, and have a uniform title and role description 
 to be easily identified and distinguishable from nurses 
 have national standards of education and training 
 have a national code of conduct (Francis, 2013a).  
Following the Francis Inquiry, the Cavendish Review (2013) was undertaken to investigate 
strategies to ensure the provision of quality and compassionate patient care by NAs working 
in the NHS and social care settings. The review recommended clarification and consistency 
in education and training of the NA position, development of robust career development 
frameworks for NAs, the title of NA to be adopted on completion of appropriate training, 
effective management and streamlined regulatory reporting requirements for NAs.  
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The Cavendish Review (2013) reported that NAs felt undervalued and overlooked, 
and they suggested there was a disparity between the work undertaken and remuneration. 
This was supported in research from the USA, with a large turnover rate within the NA 
position reportedly linked to job dissatisfaction, unrealistic expectations [unspecified] and 
unsatisfactory performance. Training was shown to reduce the NA turnover rate (Han et al., 
2014). More recent research has shown that despite the policy priority on support, training 
and assessing the NA position in the UK context, further improvements in training are 
required, as there remain deficits within the training and support for the role in the acute 
hospital setting (Sarre et al., 2018).  
2.3 Context of the Australian and Victorian health system 
The Australian healthcare system is a complex network of services, providers, 
organisational structures and recipients (Australian Institute of Health and Welfare [AIHW], 
2016b). This system aims to meet the multifaceted healthcare needs of Australian residents; 
needs shaped by demographic, cultural and socioeconomic factors (AIHW, 2016b), and is 
designed to “promote, restore and/or maintain health” with the goal of improving the health 
of the Australian population (World Health Organization, 2016). The Australian healthcare 
system is fragmented with a complex division of funding, performance accountabilities and 
governance responsibilities divided between state and federal governments (NHHRC, 2009).  
The 2011 National Health Reform Agreement is the agreement between all state and 
federal governments in Australia for the sustainable funding of the Australian healthcare 
system with the objective of improving health outcomes for all Australians (Council of 
Australian Governments, 2011). It provides transparency in hospital funding, funding models 
and arrangements, national performance standards, defined roles in the systems management 
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of public hospitals, and the development of local hospital networks (LHNs)7 to improve local 
accountability and responsiveness to community needs (Administrator National Health 
Funding Pool, 2016a; Council of Australian Governments, 2011). Non-government sources, 
such as private health insurers, also play a small role in funding public hospital services 
(AIHW, 2016c). Healthcare services are delivered by public and private providers in a variety 
of settings and contexts (AIHW, 2016b; Willis, Keleher, & Reynolds, 2012). Public hospitals 
are funded using an activity based funding approach through a case mix categorisation 
system that relates types of patients to required resources (PC, 2009).  
The Australian healthcare system faces multiple challenges including an increased 
demand for services, growing health expenditure, inequalities in health outcomes and access 
to services, growing concerns about safety and quality, inefficiencies and workforce 
shortages (NHHRC, 2009). Healthcare expenditure in Australia increased from 6.5% of gross 
domestic product (GDP) in 1989–90 to 9.7% of GDP in 2013–14 (AIHW, 2016a). This 
increase can be attributed to population factors, an increase in the prevalence of chronic and 
complex conditions, rising consumer expectations, new technologies and government funding 
policies (AIHW, 2016a; AIHW, 2016b; DoH Vic, 2011). Hospitals are under increasing 
pressure to provide quality patient care to meet consumer expectations, while reducing costs 
and meeting targets in the areas of education, training, leadership, governance and research 
(NHHRC, 2009). Increasing demands on health services support the need for policy reforms 
focusing on efficiency, accountability and performance quality in the Australian hospital 
sector (PC, 2009). 
The current study examines the case of NAs practicing in an Australian acute care 
hospital setting in the state of Victoria. The State Government of Victoria have acknowledged 
                                                 
7 Local Hospital Networks (LHN) which consists of one or more public hospitals defined as a business group, 
geographical area, or community (Administrator National Health Funding Pool., 2016b) 
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that the current capacity of the Victorian health system to meet the changing health needs of 
the population is limited, due to complexities in funding and service delivery arrangements 
(DoH Vic, 2011). The rising cost of healthcare is exacerbated by inefficiencies and wastage 
within the management and performance of service delivery. Further, increasing consumer 
expectation, an ageing population, and increasing prevalence of chronic and complex 
illnesses are putting pressure on healthcare services (DoH Vic, 2011). In response to 
increasing demands upon the Victorian health system, the state government investigated 
measures to make the health system more responsive, expand health services and workforce 
capacity, maintain quality of care, and increase financial sustainability and productivity in 
health service delivery (DoH Vic, 2011). As previously noted, the DoH Vic supported the 
introduction of the NA role into the acute hospital setting as a workforce innovation (DHHS 
Vic, 2015). 
An acute hospital is classified as one licenced to provide medical, surgical and 
obstetric services with round-the-clock, comprehensive, qualified nursing coverage and 
access to other necessary health professionals (PC, 2009). The 2011 National Healthcare 
Reform Agreement guides the governance, government responsibilities and performance 
standards of the public hospital sector (Council of Australian Governments, 2011). Public 
hospitals are operated on behalf of the state or territory government in which they were 
situated, in this case the Victorian Government (PC, 2009). Hospitals are complex 
environments in which essential services are delivered by teams of health professionals, 
supported by ancillary and administrative staff, as well as available technologies, under the 
supervision of a multilayered management system. Hospital facilities vary in size, 
organisation and layout; however, hospitals are commonly arranged into units or wards 
depending on the types of conditions treated and health services provided (PC, 2009).  
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The acute hospital in this case was a large tertiary hospital with over 560 acute beds 
spread across multiple wards and specialities. This health service sought to continually refine 
and improve their services to ensure patients receive the best medical and nursing care. The 
hospital service employed approximately 2,500 nurses and encouraged contributions by and 
professional development of the nurses ([Hospital Organisation Document (HOD)], 2016).  
2.4 Nursing as a profession 
To gain a deeper insight into the significance of adding lower trained workers to the 
nursing team, it is important to understand what nursing is and the skills and processes it 
entails. Nursing continues to be a nonlinear, diverse and multifaceted profession, practiced in 
a variety of settings and contexts (Davidson & Everrett, 2012). The International Council of 
Nurses (2015) offers the following definition: 
Nursing encompasses autonomous and collaborative care of individuals of 
all ages, families, groups and communities, sick or well and in all settings. 
Nursing includes the promotion of health, prevention of illness, and the care 
of ill, disabled and dying people. Advocacy, promotion of a safe 
environment, research, participation in shaping health policy and in patient 
and health systems management, and education are also key nursing roles.  
The profession of nursing has been shaped by social, economic and political climates. 
Nursing care and the development of the nursing profession has been influenced by 
regulation and government policies, technological advances and shifts in public perception 
and expectations related to the understanding of health, wellbeing and illness. Nursing has 
progressed from a domiciliary role to a highly trained and respected profession within the 
health environment (Grehan, 2014). It has transformed from a role once considered 
subservient and complicit in undertaking medical tasks to a profession with its own scientific 
base separate from medicine (J. Parker, 2014). The contemporary nurse has scientific 
knowledge of anatomy, pharmacology, physiology, biochemistry, immunology, microbiology 
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and physics, and commonly specialises in a particular area of care (Grehan, 2014; Jackson & 
Borbasi, 2014).  
Nurses continue to be caregivers, advocates, educators, communicators, managers, 
researchers, experts and clinicians (Potter et al., 2014; Zerwekh & Garneau, 2014). As part of 
their role, nurses coordinate care, monitor patient outcomes, integrate activities of clinical 
practice, expand knowledge through research and evidence based practice, and provide 
counselling, teaching and mentoring (Davidson & Everrett, 2012). Nurses strive to achieve 
the ideologies of care of the individual, holistic nursing,8 patient centred care,9 preserving 
human dignity, advocacy and health promotion; however, due to patient acuity and shorter 
hospitalisation, the physical care of the patient is the priority of the nurse and the patient 
(Fitzgerald, Moore, & Natera, 2015). The art of “caring” is a complex, multidimensional 
concept that is argued to distinguish nursing from other health related disciplines (Jackson & 
Borbasi, 2014). As part of nursing care, nurses share highly intimate, precious and sometimes 
very difficult moments in people’s lives, from suffering and pain to great joy and happiness 
(Daly, Speedy, & Jackson, 2014). Nurses exercise communication skills to develop a 
supportive and reassuring therapeutic relationship with patients (Stein-Parbury, 2012). As 
nurses are in a position of trust, they follow a code of ethics, and have a moral and ethical 
obligation to the people they care for and their families (Gilmour & Huntington, 2014).  
Nurses utilise reflective practice and critical thinking to provide quality patient care, 
and strive to continually improve their nursing practice (Usher & Holmes, 2014). Critical 
thinking in nursing is about examining evidence, applying reasoning to the evidence and then 
                                                 
8 Holistic Nursing Care: examining the entire person and the person’s world when conducting nursing 
assessment and making nursing decisions (Wilkinson, Treas, & Barnett, 2015) 
9 Patient Centred Care: “Patient-centred care is health care that is respectful of, and responsive to, the 
preferences, needs and values of patients and consumers” (Luxford, Piper, Dunbar, & Poole, 2010, p. 7). Core 
elements of patient centred care - patient participation and involvement, the relationship between the patient and 
the healthcare professional, and the context where care is delivered (Kitson, Marshall, Bassett, & Zeitz, 2013). 
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drawing conclusions, and is vital in nursing practice to ensure nurses’ actions are based on 
rigorous evidence and justified (S. Parker, 2014). Nurses follow a critical thinking framework 
referred to as the “nursing process”, which is a continuous, cyclical process of assessment, 
nursing diagnosis or clinical judgement, planning, implementation and evaluation 
(Koutoukidis, Stainton, Hughson, & Tabbner, 2013; Potter et al., 2014). Nurses collect, 
review and validate patient data, then apply clinical judgement to plan, implement, and 
evaluate nursing care and interventions (Koutoukidis et al., 2013; Williams & Hopper, 2015). 
In addition to this problem solving method of the nursing process, nurses are vigilant in 
patient care (Williams & Hopper, 2015).  
Nurses apply critical thinking, nursing intuition and the “art of noticing” to anticipate 
potential problems and issues. They observe and interpret a situation using their expertise and 
contextual knowledge of the patient and practice setting to enable them to respond to, or 
intervene in, either preventing a problem or acting prior to a problem or issue becoming 
severe (Watson & Rebair, 2014; White, 2012; Williams & Hopper, 2015). Reflective practice 
is the process of finding meaning in complex situations by identifying alternative or 
improved ways of reacting to a situation, thereby improving future outcomes (Usher & 
Holmes, 2014). Critical thinking and reflective practice in nursing is identified as promoting 
high quality patient care and safe practice (S. Parker, 2014; Usher & Holmes, 2014). Patients 
expect nurses to have a high level of professional proficiency and technical skill (Jackson & 
Borbasi, 2014).  
Technological developments in healthcare delivery influence nursing practice, as 
technology impacts the efficiency of care delivery. Technology changes the skills and 
knowledge required for practice, it alters employment patterns, enables further specialisation 
and standardisation of care, and may be linked to shorter hospitalisation (Barnard, 2014). 
With the assistance of technology, nurses are able to complete tasks more quickly and 
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efficiently, with more automation and, potentially, with more accuracy. Nurses develop skills 
and knowledge to apply technology in patient care, using technology to organise patient data 
and nursing workload, interpret patient data, and assist in the treatment and care of patients 
(Barnard, 2014). However, it is important to note that technology does not replace a nurse’s 
judgement, as without the knowledge and skills for appropriate use and application of 
technology, its use is limited in the clinical setting (Barnard, 2014; Potter et al., 2014). There 
is a concern that the increased reliance on technology causes fragmentation in service 
delivery and dehumanisation of patient care. Nurses may become so focused on the technical 
aspects of their role that they overlook caring behaviours important to patient satisfaction and 
wellbeing (Jackson & Borbasi, 2014; J. Parker, 2014).  
2.4.1 Introducing the RN and EN 
In Australia there are two levels of registered nurses, the RN and the EN. They are 
registered under the National Registration and Accreditation Scheme by the Nursing and 
Midwifery Board of Australia (NMBA) in partnership with the Australian Health Practitioner 
Regulation Agency (AHPRA). The behaviour and practice of a nurse is defined by the 
NMBA’s profession standards including codes of conduct, standards for practice and codes 
of ethics. To become registered, nurses must have met the standards set by the NMBA and 
continue to meet these standards to be able to renew their registration on an annual basis 
(AHPRA, 2015). The registration of nurses enables regulation of professional conduct, 
maintains nursing standards and determines scope of practice through the administration of 
practice criteria in line with educational preparation (Jacob, Sellick, & McKenna, 2012). The 
purpose of the registering authorities is to ensure the safety of the public by holding nurses 
accountable for their actions, behaviour and complaints against them (Daly et al., 2014). 
Differences between the two levels of registered nurses are registration requirements, 
educational preparation, supervisory requirements and role expectation. The registration 
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requirements for the two levels of registered nurses depend on the level of educational 
qualifications (Jacob et al., 2012). Table 2.3 lists the current education requirements for RN 
and EN positions. 
Table 2. 3 Current education requirements for RN and EN 
 RN (previously referred to as 
Division 1) 
EN (previously referred to as 
Division 2) 
Qualification 
requirements 
3 year bachelor program or post 
graduate degree equivalent in 
Nursing (AIHW, 2012).  
1–2 year vocational educational 
and training (VET) course or 
equivalent program levels Diploma 
of Nursing (AIHW, 2012).  
Further study Post graduate opportunities Professional development courses 
to extend their role capabilities 
such as medication endorsements 
(Daly et al., 2014). 
 
The theoretical depth of the RN education, educational institution, clinical placement hours 
and length of training have been recognised by Jacob et al. (2012) as the differences between 
educational preparation for RN and EN positions. The national standards for education 
mandated the incorporation of higher level thinking skills into the EN curriculum in 2007 
(Jacob et al., 2012). Where once cognitive and analytical processes were recognised as a 
discernible difference between the two levels of nurses, the roles of the RN and EN have 
become increasingly blurred in recent years as ENs increase their knowledge and skill level 
(Jacob et al., 2012). Despite the advancement of EN education, there is an expectation that 
the EN continues to practice under the supervision of the RN (NMBA, 2016a). The RN 
maintains a leadership and delegation role, remaining responsible and accountable for the 
supervision of lower trained staff, including ENs and NAs. A lack of specificity in the 
definition and expectations of supervision causes ambiguity in this space, resulting in the EN 
working independently, free of RN supervision in many circumstances. As Jacob et al. (2012) 
observes, the delineation and clarification between the roles in the nursing team (RN, EN and 
NA) in Australia is necessary to decrease role confusion and ambiguity, and clarify 
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accountability and responsibility in the nursing team; thereby, enabling the best use of 
available skill and knowledge in the provision of quality patient care.   
2.5 Important concepts in nursing workforce and nursing care discussion 
2.5.1 Scope of practice 
The NMBA (2007, p.1)10 defines a profession’s scope of practice as:  
The full spectrum of roles, functions, responsibilities, activities and 
decision-making capacity that individuals within that profession are 
educated, competent and authorised to perform.  
The International Council of Nurses (ICN) argues that a clearly defined scope of practice 
provides the foundation for establishing standards of nursing practice, nursing education, 
nursing roles and responsibilities, as well as communicating to stakeholders the competencies 
and accountabilities of the nurse. The scope of nursing practice extends beyond specific 
tasks, functions and responsibilities; rather, it represents the combination of knowledge, 
judgement and skill that allows the nurse to provide and evaluate patient care, advocate for 
patients and health, supervise and delegate to others, lead, manage, teach, undertake research 
and develop health policy for healthcare systems (ICN, 2013, p. 2). 
Nursing scope of practice is “defined within a legislative and regulatory framework” 
(ICN, 2013, p. 2). In Australia, the scope of nursing practice (RN and EN) is informed by 
NMBA practice standards and codes of conduct, and policy statements from professional 
bodies such as the Australian College of Nursing (ACN) and the Australian Nursing and 
Midwifery Federation (ANMF) (Birks et al., 2016). The NMBA (2007, p. 1) identify that a 
                                                 
10 The date of the NMBA document is before the date of the existence of the NMBA as the “document was 
originally developed and published under the auspices of the Australian Nursing and Midwifery Council. When 
the National Registration and Accreditation Scheme (National Scheme) began in Australia in 2010, this 
publication became property of the Nursing and Midwifery Board of Australia, as the body responsible for the 
regulation of nurses and midwives. Except to update the design and names of relevant organisations, and apply 
rebranding to reflect current ownership, the content or intent of the original document has not changed unless 
indicated otherwise” (NMBA, 2007, p. 22) 
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profession’s scope of practice is “influenced by the wider environment, the specific setting 
legislation, policy, education, standards and the health needs of the population”. An 
individual nurse’s scope of practice and competence to perform their role within their legal 
scope of practice is influenced by factors such as education, experience, expertise, interests, 
and context of practice (ICN, 2013, p. 2; NMBA, 2007, p. 2). Current pressures on the 
Australian health system requires nurses to work to their full scope of practice to make a 
greater contribution to the dynamic healthcare environment (Birks et al., 2016). Birks et al. 
(2016) argue that the nurses’ scope of practice needs to be responsive to the changing 
healthcare environment. Further, the nursing profession must lead the move for a clearly 
articulated and disseminated scope of practice for nurses that addresses the ambiguity and 
limitations influenced by local context. 
2.5.2 Skill mix 
A key responsibility of nursing leadership is to determine the appropriate number and 
mix of staff to provide safe, quality and cost-effective patient care (Twigg, Duffield, 
Bremner, Rapley, & Finn, 2011b). Skill mix is the term used to represent the combination of 
the different categories of nurses and other workers that provide direct patient care in the 
clinical setting (Roche et al., 2012, p. 232). Skill mix is commonly presented in the literature 
as a proportion (percentage) of the total hours of care provided by the RN, as opposed to 
other direct care workers (such as the EN and NA in the Australian context). A richer skill 
mix has a higher percentage of total hours of care provided by RNs, whereas a poorer skill 
mix has a lower percentage of total RN hours of care (Roche et al., 2012).     
2.5.3 Nurse–patient ratio and nursing staffing 
Different models of healthcare delivery or nursing staffing models are in use in 
Australia, including a nurse–patient ratio model; a nursing hours per patient day (NHPPD) 
model; and a hybrid ratio/ NHPPD model of nursing staffing with varying levels of skill mix 
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in the nursing team. The model of nursing staffing employed in this case study was nurse–
patient ratio. The nurse–patient ratio model is a predefined ratio system upon which nurse 
numbers are calculated. In Victoria, the nurse–patient ratio is legislated at one nurse to four 
patients. In the context of this case study, the NA position was additional to the one to four 
nurse–patient ratio and not included in the calculation of required nursing numbers (Victoria 
State Government, 2018); that is, the NA were deemed supernumerary to the nursing ratios 
and thus supplementary to the nursing workforce. Cases of substitution models in which 
nurses are replaced by lower trained workers have been found to negatively impact on patient 
care and are examined further in Chapter 3 (Duffield et al., 2016). 
2.5.4 Models of nursing care 
Models of nursing care inform the method of allocating nursing workload. Four main 
nursing models of care were identified in the literature as described in Table 2.4. Patient 
allocation and team nursing were the main models of nursing care used by acute hospital 
wards in this case.   
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Table 2. 4 Model of nursing care 
Model of nursing 
Care 
Description 
Patient allocation 
(total patient care) 
One nurse is responsible for the complete care of a group of patients. This 
method is popular with patients and nurses due to consistency and quality 
of care, and autonomy and control for nurses in their work. It requires a 
very high proportion of RN staff. 
Functional or task 
allocation 
Tasks are divided between nurses and ancillary personnel based on the 
complexity of the task. This is unpopular due to poor patient satisfaction 
and lack of holistic nursing practices. 
Primary nursing One nurse is allocated to one patient and is responsible for the 24 hour care 
of the patient for the duration of their admission. The primary nurse is 
responsible for assessment, planning, organisation, implementation, 
coordination, evaluation and delegation of patient care for allocated 
patients. This model has been shown to empower nurses. It is not widely 
used in Australia. 
Team nursing A team of nurses provide all the care to a specified group of patients. This 
model allows for the incorporation and supervision of lower trained 
workers and fewer RNs. The RN takes on a leadership role supervising 
lower trained workers and attends to direct patient care activities that other 
team members lack the skills to complete. Team nursing incorporates 
elements of functional and task allocation. 
(Duffield, Roche, Diers, Catling-Paull, & Blay, 2010, pp. 2243-2244) 
2.5.5 Delegation within the nursing care context 
Delegation and supervision are important skills for effective nursing care. Efficient 
delegation and supervision in nursing practice is a complex process that requires the nurse to 
use critical thinking, rational decision-making, risk assessment processes and positive 
interpersonal skills (Bittner & Gravlin, 2009; NMBA, 2007; Weydt, 2010). Delegation is 
described as the act of empowering one person to act for another (Quallich, 2005). In the 
context of this case, nursing delegation followed the principles of delegation set out by the 
NMBA (2007). Nursing delegation describes the process in which the nurse delegates aspects 
of care that they are competent to perform and would normally perform themselves, to a less 
experienced member of the same discipline; that is, the NA. The nurse retains accountability 
for the decision to delegate and for monitoring outcomes.  
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The delegation process requires the nurse to use their nursing assessment and critical 
thinking skills to determine the appropriate task for delegation and the appropriate person to 
delegate the task to, ensuring to maintain the safety of the patient and quality of care (Bittner 
& Gravlin, 2009; Standing & Anthony, 2008; Weydt, 2010). Nursing delegation should be 
based on patient needs, complexity of the work, competency of the individual accepting the 
delegation and the time the work is done (Weydt, 2010). Nurses are encouraged to remember 
the “five rights of delegation”: 
 right person  
 right task  
 right circumstances  
 right direction and communication  
 right supervision and evaluation (Quallich, 2005, p. 121). 
For effective delegation, the nurse needs to ensure the person to whom they delegate a task:  
 is competent to perform the task in the context or setting  
 has directions and expectations communicated effectively to them  
 has clarifications and any adaptations of the work in the context of the individual 
patient explained  
 has appropriate support and supervision provided  
 has the capacity and resources to complete the delegated task (NMBA, 2007; 
Quallich, 2005; Weydt, 2010).  
 
The delegating nurse is responsible for making sure the delegated task is completed 
successfully and within a reasonable time frame, with positive and negative feedback 
provided to the delegate for learning and development purposes (NMBA, 2007; Quallich, 
2005). A list of considerations and responsibilities in the delegation process and relationship 
is provided in Appendix B.  
Delegation is described as a process of mutual understanding of specific results 
expected and how those results are achieved (Potter et al., 2010). The purpose of delegation is 
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to gain work efficiency, which Potter et al. (2010) argue can only be achieved when nursing 
team members work together in partnership. Positive interpersonal skills are recognised as 
important to the delegation process, as the manner in which a person is asked to perform a 
duty may influence their willingness to accept and carry out the delegated task (Quallich, 
2005; Ray & Overman, 2014; Weydt, 2010). Direct, open and honest communication 
between nursing team members is associated with good teamwork and delegation (Ray & 
Overman, 2014; Weydt, 2010). Healthy working relationships built on trust, effective 
communication and understanding are also identified as important in the delegation process 
(Potter et al., 2010; Weydt, 2010).  
The nurse’s understanding and perception of delegation is vital to the effectiveness 
and success of this process. Standing and Anthony (2008) found that nurses viewed 
delegation as either the explicit act of instructing the NA to perform a task, or implicit 
delegation whereby the NA attends to duties as part of the routine practice of their role. 
Whether the delegation is explicit or implicit, it is important for the nurse to understand that 
the NA requires supervision while attending to the delegated task. Nurses need to have 
confidence and be competent in delegation, as poor delegation and supervision may have 
negative patient outcomes (Potter et al., 2010; Ray & Overman, 2014; Standing & Anthony, 
2008). A lack of understanding about delegation, and responsibilities and accountabilities in 
the delegation relationship, has been associated with nurses fearing to delegate tasks and 
increased risk of burnout (Quallich, 2005). Education and support for nurses in this space has 
been recognised in the literature as important for the provision of safe and quality patient 
care, especially for newly qualified nurses finding their place within the hierarchy of the 
nursing team (Weydt, 2010). 
2.5.6 Competence 
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The NMBA (2007, p. 16) define competence in the context of the healthcare setting 
as “[t]he combination of knowledge, skills, attitudes, values and abilities that underpin 
effective performance in a profession. It encompasses confidence and capabilities.” 
Formalised assessment of competency levels and record keeping are mechanisms used by 
nurses to determine who can be delegated a specific task (DoH Vic, 2014).  
2.5.7 Supervision 
The NMBA (2007 p. 19) identifies three types of supervision in the context of nursing: 
managerial, professional and clinically focused supervision. The focus of this research is 
clinically focused supervision as part of the delegation process. Clinically focused 
supervision is the supervision of delegated nursing and midwifery tasks and activities, 
including:  
 providing education, guidance and support for individuals who are performing 
the delegated activity 
 directing the individual’s performance  
 monitoring and evaluating outcomes, especially the consumer’s response to the 
activity.  
The level of clinically focused supervision ranges between direct and indirect supervision. 
Direct supervision requires the supervisor to be present and personally observe, work with, 
guide and direct the person being supervised (NMBA, 2007). Indirect supervision means 
that while the supervisor is not required to constantly observe the activities of the delegate, 
they are required to provide reasonable access for the delegate to contact them should they 
require support or assistance (NMBA, 2007). The level of supervision required and 
performed depends on:  
 the context of the situation  
 the patient’s condition and care needs  
 the nurse’s confidence in the delegation process  
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 trust in the person being supervised 
 the competency, skill level, experience and individual needs of the person being 
supervised (DHHS Vic, 2015; NMBA, 2007).  
Both the nurse and staff member being delegated to should mutually agree to the 
appropriate level of supervision required (Australian Nursing and Midwifery Council 
(ANMC), 2007; NMBA, 2007). 
2.5.8 Accountability and responsibility 
According to the NMBA (2016b p. 16):  
Nurses are accountable for their decisions, actions, behaviours and the 
responsibilities that are inherent in their nursing roles including 
documentation. Accountability cannot be delegated and nurses remain 
accountable for the decision to delegate, for monitoring the level of 
performance by the other person, and for evaluating the outcomes of what 
has been delegated.  
Nurses answer to the people in their care, the nursing regulatory authority, their employers 
and the public (NMBA, 2016b). Nurses have a responsibility to follow the Nursing 
Standards of Practice and Code of Conduct as set out by the NMBA (see Appendix C).  
2.5.9 Communication and interpersonal skills 
Effective communication is important to the delivery of high quality patient care and 
maintenance of patient safety (Pavord & Donnelly, 2015). Communication in the context of 
this case describes the “interaction between two or more people that involves an exchange 
of information between a sender and a receiver” (Perry, Potter, & Ostendorf, 2015, p. 12). 
Perry et al. (2015), note that effective communication requires the receiver to be aware of 
the sender’s message, filter the message appropriately and then provide feedback to the 
sender that the message was received and understood. A miscommunication occurs when 
the receiver’s interpretation of the message differs from the intention of the sender 
(Boynton, 2016). It is important for the nursing team to understand the significance of 
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communication, and behavioural and environmental influences on the communication 
process, as miscommunication can adversely affect patient care and provoke abusive and 
disrespectful behaviour (Boynton, 2016; Pavord & Donnelly, 2015; Perry et al., 2015). 
Open, respectful and collegial communication based on mutual respect is essential 
to effective communication in the dynamic and complex healthcare environment (Boynton, 
2016; Cowin & Eagar, 2013). Communication in the health setting requires emotional 
maturity to manage difficult situations and a diverse range of issues (Boynton, 2016). 
Effective interpersonal skills are important to communication (Boyd & Dare, 2014; Pavord 
& Donnelly, 2015; Perry et al., 2015; Stein-Parbury, 2014). Boyd and Dare (2014) describe 
interpersonal skills as the behaviours that help a person achieve an objective. Strong 
interpersonal skills include effective communication, assertiveness, anger management, 
conflict resolution and teamwork (Boyd & Dare, 2014). Holders of these skills are more 
likely to be valued team members and strong communicators (Boyd & Dare, 2014). 
Interpersonal relationships are not only important for effective team work, but also for the 
humanisation of care (Stein-Parbury, 2014). Professional levels of communication in the 
healthcare setting are central to maintaining standards of care (Perry et al., 2015). Raphael-
Grimm and Zuccarini (2015) argue the need for nurses and healthcare workers to maintain 
professional boundaries when communicating with and attending to patient care, to keep 
encounters patient focused and reduce the chance of harm to or exploitation of the patient.  
2.6 Summary 
The inclusion of the NA position in the acute hospital setting is a complex issue that 
has potentially significant outcomes for the safety and quality of patient care. The pressure 
on nurses and expansion of the nurse’s (RN/EN) role has provided an opportunity for 
inclusion of the NA role in the acute hospital setting, in the context of the 
Australian/Victorian healthcare system. However, consideration should be given to the 
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lessons learnt in similar healthcare settings internationally. Nursing is a highly skilled 
profession requiring the nurse to use critical thinking, reflection and interpersonal skills to 
provide quality patient care. Nursing care is more than the completion of a list of tasks; 
rather, it is a holistic approach, building a therapeutic nurse–patient relationship to provide 
patient centred care. As patient complexity and acuity increase, it is important that patient 
care is provided by those with the appropriate level of skills and knowledge. Nurses need to 
be proficient in the practices of supervision and delegation as the nursing team grows, 
understanding their responsibilities and accountability in the team environment.  
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Chapter 3: Literature Review 
3.1 Introduction 
This chapter provides a narrative review of contemporary NA and nursing skill mix 
and staffing research literature. To begin, the search strategy undertaken for this literature 
review is detailed with key themes identified. The findings are then presented in six key 
themes, with interlinking concepts running through the themes. Finally, remaining gaps in the 
literature in Australian and international contexts are discussed.  
3.2 Search strategy 
A narrative literature review was conducted for this case study to survey the state of 
knowledge and provide a comprehensive background to the case of NA practicing in the 
acute hospital setting. As supported by Efron and Ravid (2018) this review gathers a broad 
spectrum of literature on the topic and is thematically organised to highlight main issues, 
complexities, trends and controversies. The search strategy for this literature review was 
extensive however the researcher did not intend to locate all relevant literature due to the 
expansive nature of the topic, with the initial search for each theme resulting in tens of 
thousands of results. The literature search was refined and articles selected based on search 
strategy criteria (table 3.1) and relevance. As described by Efron and Ravid (2018) the 
pluralistic nature of the narrative literature review enabled the researcher to compile a 
catalogue of literature combining theoretical and empirical studies and a diverse range of 
research approaches. Data was extracted from articles based on relevance to the case of NA 
practicing in an acute hospital setting and the identified themes. Each article was read in full 
and a summary of key points was logged into a data extraction sheet and thematically coded. 
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A comprehensive search of the literature was conducted as part of this case study. NA 
literature dates back to the 1990s when the position, in its current iteration, was introduced in 
international settings such as the UK and USA. Due to the dynamic nature of healthcare and 
nursing care this review of the research literature was limited to articles written from 2006–
2017 for currency and relevance. NA and nursing skill mix and staffing research literature 
were included in this review. For the purpose of this case, NA research literature was defined 
as that directly related to the NA position or the nurse’s interaction with the NA position in 
the acute hospital setting. Nursing skill mix and staffing research addressed the measurement, 
structure, organisation, function and models of nursing skill mix and staffing in the acute 
hospital setting. 
Relevant electronic databases (see Table 3.1) were searched for NA and nursing skill 
mix and staffing research literature in English. Inconsistency in the terminology for, and role 
of, the lower trained assistive personnel both nationally and internationally, increased the 
complexity of the literature search. The key terminology and abbreviations for the NA 
position were deemed the primary search terms. Secondary search terms were identified from 
the background reading for this case study and from the findings of the literature search of 
primary terms. Secondary search terms were updated as the search progressed to reflect the 
findings in the literature. A thorough review of secondary search terms was undertaken with a 
focus on the relation to NA role. Literature included in this review was restricted to peer 
reviewed research articles and relevant discussion papers to ensure the quality of information 
and evidence included. Commission reports and inquiries were included in the search to 
provide context and background for this case study. Further contextual information was 
located in industrial body literature collected via a monthly subscription to the ANMF and 
other relevant information found as part of the data base search. The setting of the research 
was restricted to the acute hospital setting due to differences that exist in other healthcare 
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delivery settings, such as aged care and midwifery. Table (3.1) provides an overview of the 
key search strategy and criteria. 
Table 3. 1 Research literature review search strategy and criteria 
Criteria Description  
Database PubMed  
CINAHL with Full Text (EBSCO) 
Wiley Online Library 
Science Direct (Elsevier)  
Nursing & Allied Health Database (ProQuest) 
Google Scholar 
Date 2006–2017 
Language English 
Articles  Peer reviewed 
Research  
Relevant discussion papers 
Commissioned reports and inquiries Relevant to NA and nursing workforce 
Setting Acute hospital (NOT nursing home, aged care, 
community care, mental health, paediatric, midwifery) 
Search terms: Primary  Nursing Assistant (NA) 
Assistant in Nursing (AIN) 
Health Assistant Nursing (HAN)  
Healthcare assistant/attendant (HCA) 
Unlicensed assistive personnel (UAP) 
Certified nursing assistant (CAN) 
Nurse’s Aide  
(Personal Care Assistant (PCA) not included in search as 
background reading noted this title describes workers in 
the community and this research was focused on the 
acute hospital setting) 
Secondary—secondary search terms 
were searched in isolation and in 
reference to the primary search 
terms. Secondary search terms were 
based on the background information 
and updated during the progress of 
the literature review to reflect current 
findings. A thorough review of 
secondary search terms was 
undertaken with a focus on the 
relation to NA role. 
Skill mix 
Nursing staffing 
Supervision and delegation 
Scope of practice 
Regulation  
Accountability  
Missed care 
Nursing hours 
Communication 
Teamwork 
Workload measurement 
Other Database recommendations and reference lists of related 
studies also informed the search for relevant literature. 
 
The addition of a lower trained worker in acute healthcare delivery, nursing skill mix 
and staffing were issues of interest in the international and Australian literature. This was due 
to the increasing prevalence of a dilution of nursing skill mix as a strategy to provide cost-
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effective, quality patient care in international and Australian healthcare delivery. As the NA 
position became more widely spread in the Australian healthcare setting over the last decade, 
research and research publications on this issue became more common. Six key themes were 
identified within the literature relating to the NA position in the acute hospital setting: 
1) skill mix and staffing  
2) nursing workload management and measurement  
3) nursing model of care  
4) teamwork  
5) missed care  
6) delegation. 
These themes were integrated concepts rather than individual silos, with relationships 
between these concepts demonstrated in the literature. Research into the NA position and 
skill mix provided insight into the complexity of the nursing workforce and healthcare 
delivery, both in Australia and internationally. To manage the breadth and depth of the 
research related to the NA and skill mix, this literature review was framed using the six key 
themes identified above. A focus was placed on Australian research where possible, for 
relevance to this case. Independent of the differences in international healthcare systems and 
delivery models, similar findings in this space indicated that research in this field transcended 
international borders; therefore, relevant international literature was used to inform this 
literature review.  
3.3 Skill mix and staffing 
A large body of international literature addresses nursing staffing and skill mix within 
the acute hospital setting. As budgets tighten and demand on healthcare systems increase 
globally, there is a focus on the development of strategies to provide cost-effective 
healthcare. As part of these strategies, skill mix and nurse staffing are manipulated to reduce 
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costs and provide quality care to patients (Jacob, McKenna, & D’Amore, 2015). A variety of 
nursing staffing and skill mix models have resulted from cost containment measures (Aiken 
et al., 2013). Aiken et al. (2013) argue that variances in nursing staffing and skill mix suggest 
a lack of evidence based decision-making on this issue. Evidence from literature situated in 
the Australian context reflects similar patterns in international counterparts. The Australian 
workforce is neither immune from cost containment measures nor the variety of nursing 
staffing models that have ensued (Duffield et al., 2010; Duffield et al., 2011; Duffield et al., 
2014; Duffield et al., 2016; Twigg et al., 2012; Twigg, Geelhoed, Bremner, & Duffield, 2013; 
Twigg, Myers, Duffield, Giles, & Evans, 2015; Twigg, Myers, et al., 2016). Similarities 
identified across international and Australian literature in this space justifies the inclusion of 
relevant international literature in this review, despite differences in international healthcare 
delivery models. 
It has been commonly accepted that nurse staffing and skill mix are linked to the 
quality of care and patient outcomes (Kane, Shamliyan, Mueller, Duval, & Wilt, 2007); 
however, the pathways by which staffing levels influence patient outcomes remain unclear 
(McPhee, 2017). Various methodological approaches and means of collecting data have been 
undertaken by researchers in an attempt to confirm the link between nursing staffing and skill 
mix levels, and patient outcomes (Kane et al., 2007). A large body of international and 
Australian evidence supports the theory that an increase in nursing staffing and richer skill 
mix levels produce improved patient outcomes (Aiken et al., 2016; Kalisch, Tschannen, & 
Lee, 2011; Kane et al., 2007; Pearson et al., 2006; Roche et al., 2012; Stalpers, de Brouwer, 
Kaljouw, & Schuurmans, 2015; Twigg et al., 2012; Verrall et al., 2015). Budgetary 
restrictions and the increasing costs of healthcare are primary justifications for the inclusion 
of the unregulated NA position in the acute hospital setting put forward by organisations and 
governments. Therefore examination of the cost effectiveness of nursing staffing and skill 
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mix is important when considering the different models of nursing staffing and skill mix. 
Economic evaluations of nursing staffing and skill mix in the literature were unable to 
determine conclusively whether changes in nurse stafﬁng levels [sic] and/or skill mix were 
cost-effective interventions for improving patient outcomes (Goryakin et al., 2011; Jacob et 
al., 2015; Twigg et al., 2013; Twigg, Myers, et al., 2015). Evidence could not demonstrate 
that decreased patient complications and shorter patient hospitalisation, which are linked with 
higher levels of RN staff, justified the higher cost of increased nursing hours (Goryakin et al., 
2011; Jacob et al., 2015; Y.-F. Li et al., 2011; Twigg et al., 2013; Twigg, Myers, et al., 2015).  
To measure the link between nurse staffing and skill mix levels, nursing sensitive 
outcomes (NSO), patient readmissions and patient mortality were commonly used as outcome 
measures (Diya, Van den Heede, Sermeus, & Lesaffre, 2012; Twigg, Pugh, Gelder, & Myers, 
2016). A few studies located reviewed patient satisfaction as an outcome measure 
(Hockenberry & Becker, 2016). Twigg et al. (2011b, p. 252), define NSOs “as a variable 
patient or family caregiver state, condition, or perception responsive to nursing intervention”. 
To ensure the accuracy of results, they argue that NSOs are based on a complex algorithm, 
developed by Needleman et al. (2001), to ensure the identification of patients who had a 
preventable adverse outcome, rather than one associated with the disease process. Examples 
of NSOs reviewed in the Australian context are listed in Table 3.2: 
Table 3. 2 Examples of nursing sensitive outcomes 
 central nervous system 
complications  
 wound infections  
 pulmonary failure  
 urinary tract infection  
 pressure ulcer  
 pneumonia  
 deep vein thrombosis  
 ulcer/gastritis/upper gastrointestinal 
bleed  
 sepsis  
 physiologic/metabolic derangement  
 shock/cardiac arrest  
 mortality  
 failure to rescue  
 length of stay 
(Roche et al., 2012, p. 234; Twigg et al., 2011b, p. 542; Twigg et al., 2013, p. 2259)  
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Despite being identified as effective nursing staffing outcome measures, inconsistencies 
between the effect of nursing staffing (nursing skill mix, NHPPD, nurse–patient ratios) and 
individual NSOs, were identified as indicators for the development of finer complication 
measures to accurately measure the impact of the level of nursing care (Schreuders, Bremner, 
Geelhoed, & Finn, 2015). Flynn and McKeown (2009), suggest it is time to reconsider how 
nursing outcomes are defined and measured in this space. 
Australian research into nursing staffing levels is focused heavily in support of the 
theory that nursing staffing levels and skill mix are associated with patient outcomes and 
quality of care. Prominent Australian researchers in this space, Professor Di Twigg, Professor 
Christine Duffield, Dr Michael Roche and their respective colleagues, primarily conduct 
research in Western Australian and New South Wales contexts. Associate Professor Elisabeth 
Jacob and colleagues also produce work in this area with a focus on scope of practice, skill 
mix and nurses’ (RN/EN) roles at a national level. Twigg and colleagues focus their research 
on the impact of a NHPPD model11 of nursing staffing in the Western Australian setting 
(Twigg & Duffield, 2009; Twigg, Duffield, Bremner, Rapley, & Finn, 2011a; Twigg et al., 
2011b). Later studies by Twigg and colleagues examine issues of understaffing, economics 
and skill mix in the Western Australian context (Twigg et al., 2013; Twigg, Gelder, & Myers, 
2015; Twigg & McCullough, 2014; Twigg, Myers, et al., 2015; Twigg, Myers, et al., 2016; 
Twigg, Pugh, et al., 2016). The results of these studies are similar to the international 
literature and support the theory that increased NHPPD and a richer skill mix reduced the 
occurrence of certain NSOs (Aiken et al., 2016; Kalisch, Tschannen, & Lee, 2011; Pearson et 
al., 2006; Stalpers et al., 2015).  
                                                 
11 The NHPPD model represented the total sum of nursing hours per patient per day (Twigg et al., 2011b). The 
NHPPD model classified hospital wards into categories based on characteristics such as patient complexity, 
intervention levels, the presence of high dependency beds, the emergency/ elective patient mix and patient 
turnover (Twigg et al., 2011b). Nurse staffing levels are then calculated based on these factors (Twigg et al., 
2011b).  
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Twigg et al. (2012), recommend a skill mix of 88–90% of RNs to provide safe, 
quality care. To further investigate the impact of skill mix, Twigg et al. (2016) undertook a 
quasi-experimental study assessing the impact of adding NAs in acute care. The 2016 study 
found that, contrary to their expectations, the employment of the NA role in an additive 
model did not improve patient care and increased the chance of certain adverse patient 
outcomes, such as urinary tract infections and pneumonia. Due to limitations in the study 
design, the authors were unable to determine the causal pathway of the detrimental effect on 
patients associated with the addition of a supplementary (supernumerary) NA position in the 
acute hospital setting. However, they did note that there was no policy directive when the 
position was introduced and the NA position was used in varying ways within the health 
service studied. This led Twigg et al. (2016) to conclude that when NAs are added in the 
acute care setting, there should be protocols clearly defining the NA role, scope of practice 
and working relationship with RNs. Further Australian research in this space supports the 
finding that nursing staffing and skill mix were important organisational characteristics when 
predicting patient outcomes (Duffield et al., 2010; Roche et al., 2016).  
Research conducted by Duffield and Roche and their colleagues focused on nurse 
staffing and skill mix in the context of New South Wales where a hybrid model of nurse 
staffing was employed (Duffield et al., 2011; NSW Nurses’ and Midwives’ Association, 
2014). Roche et al. (2012) found an inverse relationship between the proportion of hours 
worked by RNs and the occurrence of certain NSOs. This challenged the government’s 
proposal at the time to dilute the nursing skill mix with unregistered/unregulated staff, 
thereby decreasing the proportion of hours worked by RNs. Duffield et al. (2011) found that 
higher levels of nursing hours delivered by RNs were associated with lower levels of adverse 
outcomes for patients and argue the importance of the variation between unit environments 
and its impact on strategies for staffing, workload and environmental measures. They 
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promote effective management at the unit level for a quality working environments and steps 
for workload management. This was supported by American researchers, Hart and Davis 
(2011), who argue that the impact of nursing care on patient outcomes is best measured at the 
unit level, and managers should focus on quality improvement measures at the unit level to 
enhance patient care. 
Despite the breadth of evidence supporting the positive link between nursing staffing 
and skill mix and patient outcomes, information to the contrary raises questions over the 
validity and accuracy of these results. Flynn and McKeown (2009) argue there is insufficient 
evidence to establish a causal relationship between skilled nursing staffing and outcomes. 
They advise caution over the objectivity or evidence base for rational calculations of 
optimum skilled nurse stafﬁng levels (Flynn & McKeown, 2009). This sentiment is supported 
by Griffiths et al. (2016), who argue that methodological issues may be responsible for biased 
reviews of skilled nursing staff levels. In the Australian context, Schreuders et al.’s (2015) 
findings do not support the notion that increased nursing staffing is associated with decreased 
patient complications. These authors contend that skilled nurse stafﬁng level and patient 
complication rates have thresholds, after which further improvements to skilled nurse stafﬁng 
levels has little or no effect. The researchers argue that baseline staffing and complication 
rates should be taken into consideration in the study of nursing staffing, and outcome 
measures should be investigated and potentially redefined. They caution policy makers 
against legislation mandating specific minimum staffing levels, based on their conclusion that 
skilled nursing staff levels were not associated with significantly fewer patient complications.  
The search for optimal nursing care delivery models and staffing solutions was shown 
to be a complex matter within the literature, which was influenced by a variety of adjunct 
factors, including heterogeneity of working environments, resources, management, patient 
characteristics and individual competencies of staff (Aiken et al., 2013; Diya et al., 2012; 
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Duffield et al., 2011; Jacob et al., 2015; Pearson et al., 2006). The work environment was 
repeatedly referred to as an important variable in optimising nursing staffing and quality of 
care in the literature (Duffield et al., 2011; Purdy, Spence Laschinger, Finegan, Kerr, & 
Olivera, 2010). Duffield et al.’s (2011) aforementioned claim of the importance of 
recognising the variation between ward environments is supported and paralleled in the 
international literature (Aiken et al., 2013; Pearson et al., 2006). Aiken et al. (2011) argue the 
impact of nursing staffing is contingent upon the quality of the nurse work environment and 
vice versa. Diya et al. (2012) contend that policy makers should take heterogeneity into 
account when assessing the relationship between patient safety and nurse stafﬁng variables, 
ensuring consideration of the needs of individual nursing units differently. Due to the 
variances between units, Diya et al. (2012) assert that a blanket policy on a healthcare 
delivery system may not lead to improvements in care. These authors reason that units with 
optimal nursing staffing would not benefit from additional staffing, and those in the greatest 
need of nursing staffing solutions would only have modest improvements to patient 
outcomes.  
In addition to the heterogeneity of work environments, the impact of the individual 
worker was recognised as an important factor in the goal of optimising nursing staff levels 
and patient care in the literature (Jacob et al., 2015; Myny et al., 2011; Patrician et al., 2011). 
Jacob et al. (2015) review research literature to determine the current use of skill mix and its 
impact on patient care and healthcare costs. From this review, the authors identify a gap in 
the literature concerning the interactions between different levels of nurses, how differences 
in educational preparation affect clinical competencies and problem solving skills, and the 
effect of different levels of nurses on the quality of patient care. They conclude that without 
taking into consideration the individual characteristics of nurses and differences in work 
environments, a one size fits all model of nursing staffing should be avoided. The importance 
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of acknowledging the significance of individual nurse’s characteristics was also identified by 
Patrician et al. (2011) in their study of shift level nurse staffing and adverse patient events. 
These authors recommend that consideration is given to the experience and competence level 
of individual staff members for each shift. This sentiment was also expressed by Hockenberry 
and Becker (2016), who argue that the quality and competency level of a worker has a greater 
impact on patient satisfaction than skill mix.  
3.4 Nursing workload management and measurement 
To gain insight into the role of the NA in the acute care setting, the concept of nursing 
workload and measurement of nursing workload was examined. Researchers who examine 
nursing workload argue that a comprehensive assessment and measurement of nursing 
workload is integral in determining nursing staffing and skill mix levels for optimising 
efficient and effective nursing care (Myny et al., 2012; Swiger, Vance, & Patrician, 2016; 
Twigg & Duffield, 2009). An accepted, common definition for nursing workload was elusive 
within the literature (MacPhee et al., 2017). This was recognised by Swiger et al. (2016) and 
Alghamdi (2016), who conducted separate concept analyses on the notion of nursing 
workload, and then offer definitions of nursing workload:  
The amount of time and physical and/or cognitive effort required to 
accomplish direct patient care, indirect patient care and non-patient 
care activities (Swiger et al., 2016, p. 252).  
The amount of time and care that a nurse can devote (directly and 
indirectly) towards patients, workplace, and professional 
development (Alghamdi, 2016, p. 455).  
While these definitions share similar sentiments, Swiger et al. (2016) appear to focus on time 
and effort for the accomplishment of activities, whereas the language used by Alghamdi 
(2016) refers to the devotion and care for patients, workplace and professional development. 
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This difference may be based on the defining attributes the authors considered as contributing 
to nursing workload. This differentiation in the deconstruction of nursing workload was 
recognised by Swiger et al. (2016), who note the difficulties in performing a systematic 
review due to variances in this regard.  
There was a consensus within the literature that nursing workload was complex, 
multidimensional and influenced by multiple factors. Swiger et al. (2016, p. 252) argued that:  
Nursing workload is complex and nonlinear by nature and is 
influenced by nurse, patient, unit, and organisational characteristics 
which can significantly increase or decrease the time and effort 
required to provide high quality nursing care and improved patient 
outcomes.  
Multiple sources within the literature examine factors that influence nursing workload. Myny 
et al. (2011) argue that due to the multi-causal aetiology of nursing workload, a set of 
comprehensive dominant variables concerning nursing workload was indeterminable at the 
time of their concept analysis. To overcome the overwhelming complexity of the factors 
influencing nursing workload, they classify variables according to their level of impact or 
based on their cause–effect relationship, and in a later article, according to their level of 
measurability (Myny et al., 2011; Myny et al., 2012).  
Non-direct patient care factors prominently associated with impacting nursing 
workload, include working environment (management and nursing leadership, teamwork, 
ward stability), patient turnover, turbulence or work interruptions, mandatory registration 
standards (continued professional development requirements) and workload intensity (Blay, 
Duffield, Gallagher, & Roche, 2014; Duffield et al., 2011; Duffield et al., 2008; Jennings, 
Sandelowski, & Higgins, 2013; Myny et al., 2012; S. H. Park, 2011; S. H. Park, Blegen, 
Spetz, Chapman, & De Groot, 2012; S. H. Park, Weaver, Mejia-Johnson, Vukas, & 
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Zimmerman, 2016; Swiger et al., 2016). Neill and Davis (2015) argue the importance of 
individual nurse’s characteristics and the work environment in determining a workload 
measure. They assert that a “human factors”12 approach, addressing the complex dimensions 
of the subjective perception of the worker, is essential in the accurate measurement of nursing 
workload. The inclusion of nursing perception in nursing workload measurement was 
supported by the works of Sir, Dundar, Barker, Steege and Pasupathy (2015), who include a 
survey based nurse workload score in their nursing assignment model.  
The multi-causal aetiology of nursing workload and variability in the classification of 
factors influencing nursing workload impacted the development of comprehensive, accurate 
and validated nursing workload measurement tools (Myny et al., 2011). Current models of 
nursing workload measurement, including patient classification systems, patient acuity or 
dependency models, nurse–patient ratios and time tasked/activity method were criticised in 
the literature due to their inflexibility and inability to incorporate variable factors influencing 
nursing workload (Swiger et al., 2016; Twigg & Duffield, 2009). Multiple sources of 
evidence provide justification for individual measurement tools such as the nursing intensity 
and staffing system assessing nursing needs through classifying patients’ care needs met by 
nurses each day (Junttila, Koivu, Fagerström, Haatainen, & Nykänen, 2016), the Subjective 
Workload Assessment for Nurses (SWAN) (Neill & Davis, 2015), a three-phase discrete 
event simulation model for the planning and management of hospital resources (Harper, 
Powell, & Williams, 2010), nurse–patient assignment models, NHPPD (Twigg & Duffield, 
2009) and acuity based models (Barton, 2013). These models were promoted by individual 
researchers for their ability to incorporate and adapt to non-direct patient care factors such as 
patient turnover and cognitive nursing workload (Blay et al., 2014). Despite advocates 
                                                 
12 ‘Human Factors’ research relies on subjective workload measures with the understanding “that only the 
worker truly knows how much work is required to meet demands”(Neill & Davis, 2015). 
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endorsing their chosen model, questions of study replicability, study scale, inadequate 
allowance for skill mix variation, and narrow outcome measures were recognised by 
researchers as limitations of these studies. 
It was evident in the literature that an ideal nursing workload measurement tool was 
yet to be developed at the time of this study. Due to compounding variances in nursing, unit, 
patient and organisational contexts, it is unlikely that a universal measurement tool that 
consists of the required flexibility and adaptability and is able to incorporate all variances will 
be developed (Myny et al., 2012). Twigg and Duffield (2009) argue that the complexity of 
the accurate measurement of nursing workload in the Australian context is further 
compounded by the lack of access to detailed patient level information, as it is not routinely 
collected. In addition, a large variability in nursing wards in Australia impacts the 
measurement and application of nursing workload management systems, as specific 
differences in each ward requires consideration in workload assignment (Duffield et al., 
2011). 
Issues in workload measurement were identified in the Special Commission of 
Inquiry into Acute Care Services in NSW Public Hospitals (Garling, 2008). Garling’s (2008) 
inquiry recommends a redesign of the general workload calculation tool to consider the 
nurse’s designation and years of experience. The comprehensive assessment of nursing 
workload has been recognised as critical and essential to determining and optimising nursing 
staffing needs to ensure cost-effective, quality patient care. Thus, researchers have identified 
that further research into defining accepted nursing workload attributes, nursing workload 
measurement and management systems should be undertaken (Duffield et al., 2011; Myny et 
al., 2012; Neill, 2011; Swiger et al., 2016; Twigg & Duffield, 2009). 
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3.5 Nursing model of care 
An increased reliance on lower trained workers in the nursing team raises questions 
regarding the most appropriate model of nursing care for the integrated nursing team in the 
Australian context. Patient allocation models of nursing care and team nursing were found to 
be the principle models of care delivery employed in the Australian acute care setting (Tran, 
Johnson, Fernandez, & Jones, 2010). A systematic review conducted by Fernandez, Johnson, 
Tran and Miranda (2012) found team nursing models were predominantly examined in the 
literature. Fairbrother, Jones and Rivas (2010) argue that the move towards team nursing is 
prompted by predicted nursing workforce shortages and changes in the organisational 
environment, high turnover of nursing staff, an increased reliance on a casualised workforce 
and new graduate nurses having difficulty coping with the pressure of their workload. The 
examination of nursing models of care within the literature produced varying results 
regarding their impact on the quality of patient care and staff satisfaction (Fairbrother, Jones, 
& Rivas, 2010; Fernandez, Johnson, Tran, & Miranda, 2012; Tran et al., 2010).   
A review of the findings of the literature regarding the most appropriate model of care 
in the current acute hospital environment was inconclusive. Despite studies such as 
Fairbrother et al. (2010) finding a significant association between staff satisfaction and 
retention numbers with a team model of nursing care, and Walker, Donoghue and Mitten-
Lewis’ (2007) concluding team nursing can enhance patient care, these results are not 
conclusively demonstrated in other studies (Fernandez et al., 2012; Tran et al., 2010). Tran et 
al. (2010) found that nurses were satisfied with their job, irrespective of the model of care 
delivery, which was supported by the results of the systematic review conducted by 
Fernandez et al. (2012). This systematic review also found that nurse absenteeism and role 
clarity/confusion were constant across the different models of nursing care. Team nursing, 
hybrid models and patient allocation models were found to have different strengths in nursing 
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care and patient outcomes, but there was no evidence supporting any one model of care for 
the enhancement of patient care. 
Duffield et al (2010) conclude that flexibility and discretion at the unit level is 
required for the adoption of the most appropriate model of nursing care delivery to best meet 
the patient and nursing care needs for a shift. The characteristics of the ward, skill mix, staff 
numbers, individual competencies and patients should be considered when determining the 
most appropriate model of nursing care. Duffield et al. (2010) found that the model of care 
was not prescriptive, as it varied across wards depending on ward circumstances and stafﬁng 
levels, and was based on complex clinical decision-making skills. Wards with a higher ratio 
of degree qualiﬁed, experienced RNs working in familiar environments were found to be 
more likely to practice in a patient allocation model of nursing care, whereas wards with 
greater variability in stafﬁng levels and skill mix were more likely to practice team nursing. 
This was supported by Tran et al. (2010), who argued that in situations where there were 
predominantly RNs (95%), a patient allocation model was advantageous, and where there 
was a range of skill mix and experience level, team nursing was more appropriate. Team 
nursing was also promoted as a superior model for inexperienced staff to develop, especially 
in the context of lower levels of skill mix (i.e., less RN hours) (Fernandez et al., 2012). 
Reacting to the increased prevalence of varying forms of team nursing due to changing 
nursing workforce compositions, Cioffi and Ferguson (2009) argue for the development of an 
evidence base for team nursing to provide optimal patient outcomes and professional 
satisfaction for all health professionals.  
3.6 Teamwork 
Effective teamwork across the interdisciplinary healthcare team is important for the 
quality and safety of patient care (Salas & Frush, 2012). This study focuses on teamwork and 
missed care within the nursing team however it acknowledges that the issues discussed in 
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these sections go beyond the nursing team and are relevant to teamwork within the 
interdisciplinary healthcare team. At a time when there is an increasing push for the inclusion 
of lower trained workers in the nursing team and a multidisciplinary team approach, the 
concept of teamwork and nursing care is prevalent in the literature. Salas, Sims and Burke 
(2005, p. 562) define teamwork as:  
A set of interrelated thoughts, actions, and feelings of each team member 
that are needed to function as a team and that combine to facilitate 
coordinated, adaptive performance and task objectives resulting in value-
added outcomes.  
Teamwork is an essential component of nursing practice, independent of the model of care. 
Effective teamwork is recognised as critical for patient safety and the delivery of quality 
patient care within the literature (Kalisch, 2009; Kalisch, Xie, & Ronis, 2013; Rahn, 2014). 
Higher levels of teamwork and perceptions of adequate stafﬁng were found to be associated 
with greater job satisfaction in nursing (Kalisch, Lee, & Rochman, 2010).  
The literature on nursing teamwork focuses on factors associated with teamwork, 
predictors of teamwork, optimising nursing teamwork, the relationship between workforce 
characteristics and teamwork, practical aspects of teamwork, the power of team relationships 
and interactions (with a focus on the RN and NA role), and the relationship between missed 
care and teamwork in nursing practice (Castner, Ceravolo, Foltz-Ramos, & Wu, 2013; 
Kalisch & Lee, 2011; Kalisch, Russell and Lee, 2013; Bellury, Hodges, Camp and 
Aduddell’s, 2016; Ray and Overman 2014). A key researcher in this area is American scholar 
Professor Beatrice Kalisch, who with her colleagues, has presented multiple papers on 
nursing teamwork, the nursing work environment and missed care (see Section 3.7) (Kalisch, 
2006, 2011; Kalisch et al., 2010; Kalisch & Lee, 2009, 2010, 2011, 2013, 2014; Kalisch, 
Russell, & Lee, 2013; Kalisch, Weaver, & Salas, 2009; Kalisch & Williams, 2009; Kalisch, 
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Xie, et al., 2013). The five factors of teamwork identified by Salas, Sims and Burke (2005)13 
(team leadership, mutual performance monitoring, backup behaviour, adaptability and team 
orientation) are commonly used as a conceptual framework for the examination of teamwork 
in the context of nursing practice (Castner et al., 2013). This framework is validated by 
Kalisch et al. (2009). Due to the broad scope of the literature on nursing teamwork, this 
review focuses on the relationship between teamwork and nursing staffing, the dynamic of 
the RN–NA relationship, and the practice of nursing teamwork. 
The relationship between staffing and teamwork was explored in the literature. 
Adequate nursing staffing was found to be an important predictor of nursing teamwork 
(Kalisch & Lee, 2011). Kalisch and Lee (2011) found that higher staffing levels are related to 
better teamwork. In addition, they found evidence that a richer skill mix (i.e., more RNs) was 
associated with improved teamwork. Kalisch et al. (2013) built on these results in a 
subsequent study in which they found a negative correlation between the number of NAs and 
nursing unit teamwork. They determined there was a negative effect on a team’s willingness 
to help, trust and receive feedback from one another as the number of NAs in the care team 
increased. A further significant finding of the Kalisch et al. (2013) study was the impact of 
unit and team size on teamwork. Larger units were found to affect nursing team diversity, the 
physical distance and footprint of the unit, and communication. This in turn impacted backup 
behaviours, leadership capabilities and trust between team members. As a result of their 
findings, Kalisch et al. (2013 p. 221) argue that the “science of nursing” [sic] teamwork 
should be used in planning and designing the size of patient care units in acute care hospitals 
                                                 
13 Salas et al. (2005) provided a framework for the five key dimensions of teamwork; team leadership, mutual 
performance modelling, backup behaviour, adaptability, and team orientation. They proposed coordinating 
mechanisms for effective teamwork were the development of shared mental models, achievement of mutual 
trust, and engagement in closed-loop communication. 
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to maximise opportunistic interactions, and strategies to reduce nursing team sizes should be 
considered to optimise nursing teamwork. 
The dynamic of the RN–NA relationship is important to the practice of effective 
teamwork in the acute care setting. Kalisch (2011, p.18) reported seven key themes from her 
examination into the barriers to RN–NA teamwork:  
1) lack of role clarity  
2) lack of working together as a team  
3) inability to deal effectively with conflict  
4) not involving the NA in decision-making  
5) deficient delegation  
6) more than one boss 
7) “it’s not my job” syndrome. 
These findings are important due to the impact nursing teamwork has on patient safety and 
quality of patient care. Relatedly, Bellury et al. (2016) qualitative descriptive study report 
markedly different perceptions of teamwork between RNs and NAs. Bellury et al. (2016) 
found that RNs and NAs accomplished teamwork work in parallel spheres and team 
coordination was managed in silos, which is supported by Johnson et al.’s (2015) work on 
newly qualified nurses working with NAs. Potential negative outcomes of nursing team 
members working in parallel were identified by Bellury et al. (2016) as ineffective feedback 
for collaborative action and inaccurate expectations of team members, which subsequently 
negatively impacts teamwork and patient care.  
A significant finding of Bellury et al. (2016) is the contrasting mental models of RN 
and NA participants, and they argue that the lack of a shared mental model14 in the nursing 
                                                 
14 Salas et al. (2005) defined shared mental models as the “shared understanding or representation of team goals, 
individual team member tasks, and the coordination of the team to achieve common goals… through this shared 
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team can result in different work goals, ineffective communication and poor team 
performance. Thus, a shared mental model is identified as being important to nursing 
teamwork and patient care (Bellury et al., 2016; Kalisch, Weaver, et al., 2009). This was 
demonstrated by Kalisch, Weaver and Salas (2009), who found that when members of the 
nursing team had a shared understanding of how to care for the patient and work together as a 
team, then teamwork was enhanced in the work environment. These authors also reported 
that the absence of a shared mental model would result in a negative outcome for nursing 
teamwork and patient care. Variances in shared mental models between different designations 
of nurses, including NAs, was a significant finding in the literature. Kalisch and Lee (2013), 
argue that nursing teams require time to adequately communicate, to build and develop 
shared mental models between team members.  
The potential dangers associated with an absence in a shared mental model are 
demonstrated in Bellury et al. (2016). The researchers provided evidence of a discord 
between perceptions and expectations of the NA and RN participants in relation to the roles 
and responsibilities of nursing team members. There was a perception by NA participants that 
their work is similar to the RN, in all respects except the administration of medication, which 
is the domain of the RN participants. In addition, the NAs placed little importance on the 
timely reporting of abnormal findings and the reprioritisation of work in response to changing 
patient conditions when compared to RN’s. In defence of the NA participants, Bellury et al. 
(2016) argue that expectations of reporting and adaptations to care plans may require 
knowledge, assessment and prioritising skills beyond the NA role and training.  
                                                 
understanding, teams can perform the needed teamwork skills (e.g., backup behaviour, mutual performance 
monitoring) required for effective team performance” (Salas, Sims, & Burke, 2005, pp. 565-566) 
56 
 
Effective communication, collegiality and respect are important for the success of 
nursing teamwork. Bellury et al. (2016) demonstrate that improvements in closed loop 
communication15 are required between the NA and RN groups, as one-way requests were the 
dominant form of communication between RNs and NAs. This was highlighted by the NAs’ 
description of task related communication by RNs as interruptions. Both groups in this study 
presented examples of respectful and disrespectful behaviour, but the authors concluded there 
was a lack of mutual trust and respect between the two groups. This finding was significant 
due to the assertion of the importance of respect and civility in collegial relationships to 
teamwork (Weydt, 2010). Ray and Overman (2014) promote a culture of collaboration and 
teamwork through role clarity and recognition of the value of individual team members. They 
argue that through effective leadership, communication, courtesy and respect a productive 
and satisfying team environment can be created. Similarly, evidence from Cowin and Eagar 
(2013) supports the essential nature of open, respectful and collegial communication in 
dynamic and complex healthcare environments. They conclude that communication is 
important in fostering teamwork through motivation and leadership. The positive association 
between effective communication and teamwork is supported in other studies (Polis, Higgs, 
Manning, Netto, & Fernandez, 2017). 
Teamwork is associated with the extent and nature of missed care. An Australian 
study conducted by Chapman, Rahman, Courtney and Chalmers (2017) found that where 
teamwork was stronger, less care was missed. This supports the findings of Kalisch (2009), 
and Kalisch and Lee (2010), who found that the level of nursing teamwork was negatively 
associated with missed nursing care, and recommended the enhancement of teamwork in the 
work environment. Kalisch, Xie and Ronis (2013) validate these recommendations by 
                                                 
15 Salas et al. (2005) described the closed loop communication as a process where: “(a) the sender initiating a 
message, (b) the receiver receiving the message, interpreting it, and acknowledging its receipt, and (c) the 
sender following up to insure the intended message was received” (Salas et al., 2005, p. 568). 
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demonstrating the positive outcome of a “train-the-trainer” intervention model with increased 
nursing teamwork and decreased missed care. In addition, nursing staff reported higher levels 
of nursing satisfaction with teamwork and an increase in teamwork knowledge post the 
intervention. Effective teamwork is important to the quality of nursing care and patient 
safety, and higher levels of teamwork and perceptions of adequate staffing levels have been 
associated with increased staff satisfaction, which is an important factor in the retention of 
nursing staff (Kalisch et al., 2010).  
3.7 Missed care 
Increasing pressures on nurses had resulted in the prioritisation and rationing or 
omission of care elements in the daily duties of the nursing team (Winters & Neville, 2012). 
Due to the potential negative effects of missed care on quality of care and patient safety, 
researchers examined the concept and implications of missed or rationed care in nursing in 
recent years (Bragadóttir, Kalisch, & Tryggvadóttir, 2017). Missed care is defined as “any 
aspect of required patient care that is omitted (either in part of in whole) or delayed” 
(Kalisch, Landstrom, & Williams, 2009, p. 4). Rationing patient care is described as 
“withholding or failure to carry out certain aspects of care because of limited resources such 
as time, staffing or skill mix” (Papastavrou, Andreou, & Efstathiou, 2014, p. 3). The omission 
of patient care has been described as a pervasive problem in acute care hospitals and has 
become an indicator of quality of care (Bragadóttir et al., 2017; Chapman, Rahman, 
Courtney, & Chalmers, 2017; Kalisch, 2009). A large body of studies on this issue originate 
in the USA. Kalisch and her colleagues established a dominant voice in this field, including 
their development of the widely adopted MISSCARE research survey tool (Kalisch, 2006, 
2009; Kalisch, Gosselin, & Choi, 2012; Kalisch, Landstrom, & Williams, 2009; Kalisch, 
Landstrom, & Hinshaw, 2009; Kalisch & Lee, 2012; Kalisch & Lee, 2010; Kalisch, 
Tschannen, Lee, & Friese, 2011; Kalisch, Tschannen, & Lee, 2011; Kalisch & Williams, 
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2009; Kalisch & Xie, 2014; Kalisch, Xie, & Dabney, 2014; Kalisch, Xie, et al., 2013). 
Following the lead of their American peers, multiple Australian researchers have examined 
missed care in the Australian context.  
Australian studies examining missed care focus on the impact of skill mix on missed 
nursing care, nurses’ perceptions of reasons for missed care, predictors of missed care and 
common components of missed care. Skill mix and nursing staffing were found to have a 
strong association with missed care in the healthcare setting (Chapman et al., 2017; Roche et 
al., 2016; Verrall et al., 2015). Roche et al. (2016) found that NAs impact the nature and 
timeliness of care provided in acute hospital units, relative to integration and staffing 
proportions. The nurses on wards with over 5% NA support were less likely to delay care 
compared to wards with no or less than 5% NA support. Roche et al. (2016) further note that 
wards with higher levels of NAs may integrate the NA position into the nursing team more 
effectively, with a well-defined scope of practice and clear delegation. Inadequate labour 
resources, ineffective methods for determining adequate staffing levels and inadequate 
nursing staffing numbers are recognised in both the Australian and international literature as 
important predictors of missed nursing care (Chapman et al., 2017; Verrall et al., 2015). 
NHPPD was identified as a significant predictor of missed care. In contrast, mandated patient 
ratios were shown to have little effect on missed care levels (Chapman et al., 2017; Kalisch, 
Tschannen, & Lee, 2011). 
The reasons for, and predictors of, missed or rationed nursing care is explored within 
the literature. Predictors and reasons for missed or rationed care in the Australian context 
were identified as:  
1) shift type  
2) nursing resource allocation (skill mix and nursing staffing numbers, unbalanced 
patient assignment)  
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3) health professional communication (communication breakdowns)  
4) workload intensity, workload predictability (turbulence and patient turnover)  
5) teamwork 
6) inadequate material resources  
7) competing demands that reduced time for patient care, and the nurses’ satisfaction 
with their current job and their intention to remain working (Blackman et al., 
2015, p. 47; Chapman et al., 2017; Verrall et al., 2015).  
Chapman et al. (2017), argue that nurses develop informal task hierarchies that directed care 
decisions. Tasks deemed important by nurses and not requiring teamwork were rarely missed; 
whereas, tasks deemed less serious (despite importance to the overall health of patient) and 
requiring teamwork were more likely to be missed. Mouth care, ambulation and patient 
turning were commonly reported components of missed care. These findings are consistent 
with the international literature (Kalisch, Tschannen, Lee, et al., 2011). Communication with 
patients and families, and delayed medication administration were also recognised as 
common missed aspects of nursing care in the international literature (Kalisch, Tschannen, 
Lee, et al., 2011; Papastavrou et al., 2014).   
Nursing team members’ reports of missed care are influenced by the experience level 
of the nurse or NA and the nursing designation of the person (Ball et al., 2016; Kalisch, 
Tschannen, Lee, et al., 2011; Roche et al., 2016). Kalisch et al. (2011) posit that the broader 
scope of responsibilities of RNs or power relationships between designations of nursing staff 
may have influenced participants’ perceptions of missed care. They suggested that a higher 
perceived level of missed care during the day shift may indicate an imbalance in 
responsibilities for nursing personnel in a 24-hour period. The prevalence of reports of 
missed care, independent of nursing designation or other factors, demonstrates the need for 
action in this area. Recommendations to reduce missed care by researchers in this field 
include the development of strategies to manage workloads, provide effective logistical 
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support, improve communication and teamwork, provide flexible models of care delivery, 
decrease interruptions, improve work environments, and determine adequate staffing, 
supplies and skill mix (Castner, Wu, & Dean-Baar, 2015; Chapman et al., 2017; Verrall et al., 
2015; Winsett, Rottet, Schmitt, Wathen, & Wilson, 2016). Kane et al. (2007) conducted a 
systematic review of the literature and found an association between increased RN staffing 
and lower incidence of hospital related mortality and adverse patient events. Kalisch et al. 
(2011) posit that a relationship between nursing staffing and missed care may be associated 
with the suggested link between patient morbidity and mortality, and nursing staffing.  
3.8 Delegation 
The movement towards diluting the nursing skill mix around the globe means nurses 
are responsible for the delegation and supervision of lower trained workers within the nursing 
team. Evidence in the literature demonstrates the importance of the relationship between 
successful delegation to teamwork and quality patient care (Bittner & Gravlin, 2009; Potter et 
al., 2010). There was a gap in the literature directly examining delegation between the RN 
and lower trained members of the nursing team in the Australian context. Literature in this 
area predominantly originates from the UK and the USA, where the NA position is well 
established in the healthcare team. Numerous pieces of “grey” literature and discussion 
papers promoting the importance of effective delegation and providing instruction on 
delegation were located during the literature review (Cipriano, 2010; Currie, 2008; Gillen & 
Graffin, 2010; Magnusson et al., 2017). Research articles address the delegation practices 
between nurses and NAs with a focus on the student and the newly qualified nurse’s 
experience of delegation (Allan et al., 2016; Hasson, McKenna, & Keeney, 2013; Johnson et 
al., 2015). The evidence from the research articles is reviewed in this literature review, which 
will first focus on the research on the newly qualified nurses and delegation, before moving 
on to delegation practices between nurses and NAs. 
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Newly qualified nurses and nursing students were shown to be ill prepared for the 
demands of delegation and supervision within the clinical setting (Allan et al., 2016; Hasson 
et al., 2013). Hasson et al. (2013) found that this lack of preparation impaired the nursing 
student’s ability to practice effective delegation, resulted in the underuse of the NA position, 
and was a barrier to students meeting the demands of the professional nursing role upon 
graduation. In the UK context there was a presumption that nurses learnt delegation and 
supervision “on the job” in the practice environment (Allan et al., 2016; Hasson et al., 2013). 
Allan et al. (2016, p. 380) examined the invisible ways that newly qualified nurses learnt in 
the practice environment and found that invisible learning took four main forms:  
1) learning through mistakes  
2) learning from difficult experiences  
3) informal learning from colleagues  
4) “muddling through”. 
These authors promoted educational and organisational support for the “on the job” learning 
experience of the newly qualified nurse to prevent adverse outcomes for patients and for the 
nurse’s professional development. Other researchers support the importance of educational 
and organisational support for newly qualified nurses to develop safe and effective delegation 
skills (Hasson et al., 2013; Weydt, 2010). 
Problematic delegation may have negative impacts on patient care and teamwork 
(Allan et al., 2016; Bittner & Gravlin, 2009; Johnson et al., 2015). Johnson et al. (2015) argue 
that poor delegation can lead to nurses and NAs working in parallel rather than as an 
integrated team. They found that ward culture, personal working styles, skills and 
competencies, and effective communication were factors that informed collaborative nursing 
between newly qualified nurses and NAs. Magnusson et al. (2017, p. 46) found five styles of 
delegation:  
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1) the do-it-all nurse, who completes most of the work themselves  
2) the justifier, who over-explains the reasons for decisions and is sometimes 
defensive  
3) the buddy, who wants to be everybody’s friend and avoids assuming authority  
4) the role model, who hopes others will copy their best practice but have no way of 
ensuring how  
5) the inspector, who is acutely aware of their accountability and constantly checks 
the work of others. 
Each of these styles was shown to potentially have a negative outcome and be poorly 
received by the NA. The authors argue that nurses need to exercise personal authority and 
assertiveness for effective delegation practice, and require support and a safe space to 
enhance these skills.  
There is a general acceptance that the nurse is accountable for the work delegated to 
the NA (Alcorn & Topping, 2009; Potter et al., 2010; Standing & Anthony, 2008). Despite 
this acknowledgement, it is noted in research articles that some nurses believe they should 
not be accountable for the actions of others, especially those trained in the roles that they held 
(Alcorn & Topping, 2009; Hasson et al., 2013). A “red flag” in this space was reported in 
Hasson et al. (2013), where 46% (n=204) of student nurse participants indicated they did not 
believe a nurse should have to supervise the NA, and 78% (n=342) of participants did not 
believe their nursing training had prepared them to work alongside the NA. Delegation and 
accountability are complicated by the variation in the scope of the NA position and 
uncertainty in the boundaries of the role by nurses. Clarity and education on accountability 
and delegation, and supervision practices were advocated (Bittner & Gravlin, 2009; Hasson et 
al., 2013; Wagner, 2018). 
Successful delegation between nurses and NAs depends on multiple factors. Effective 
communication, teamwork, initiative, system support, nursing leadership, positive 
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relationships and attitudes, workload and the NA’s competence and knowledge are all 
reported as factors influencing delegation effectiveness (Bittner & Gravlin, 2009; Gravlin & 
Bittner, 2010; Potter et al., 2010). The literature emphasises the need for nurses to understand 
the importance of effective delegation in the hectic healthcare environment, and understand 
that delegating tasks is not equivalent to laziness (Bittner & Gravlin, 2009; Johnson et al., 
2015; Schluter, Seaton, & Chaboyer, 2011). Ineffective delegation practices and poor 
communication appear to be a source of conflict between nurses and NAs, thus effecting 
teamwork and quality of patient care (Johnson et al., 2015; Potter et al., 2010). Researchers 
argue this conflict is accentuated by a lack of understanding and comprehension by NAs of 
the role and duties of the RN, with NA’s perceiving very little difference between their roles 
(Potter et al., 2010; Standing & Anthony, 2008).  
Researchers conclude it is important for nurses to learn skills to delegate effectively, 
such as critical thinking, negotiation and assertiveness to ensure patient safety and quality of 
patient care (Bittner & Gravlin, 2009; Magnusson et al., 2017; Potter et al., 2010; Schluter et 
al., 2011). Bittner and Gravlin (2009) report seven factors relevant to critical thinking and 
delegation between the nurse and NA:  
1) tasks delegated  
2) knowledge expectation  
3) relationships  
4) role uncertainty  
5) communication barriers  
6) system support  
7) omitted care.  
These findings are supported in the literature (Hasson et al., 2013; Magnusson et al., 2017; 
Potter et al., 2010; Standing & Anthony, 2008). Effective communication was shown to be 
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essential to the delegation process and the follow up of completed duties (Anthony & Vidal, 
2010; Gravlin & Bittner, 2010; Potter et al., 2010; Wagner, 2018). Communication issues, 
such as sharing information pertinent to the patient and patient care plan, understanding 
delegated duties, absence or lack of communication or reporting, and communication styles 
were also consistent findings (Bittner & Gravlin, 2009; Gravlin & Bittner, 2010; Potter et al., 
2010; Standing & Anthony, 2008; Wagner, 2018). There is a high expectation on NAs to 
report back abnormal findings and demonstrate prioritisation skills, which is beyond their 
knowledge and skill level (Bittner & Gravlin, 2009). Researchers argue that poor 
communication and ineffective communication styles have potentially negative outcomes for 
patient care and nursing teamwork (Bittner & Gravlin, 2009; Wagner, 2018).  
The nurse and NA interpersonal relationship was found to influence the effectiveness 
of the delegation process (Anthony & Vidal, 2010; Gravlin & Bittner, 2010). In situations in 
which a positive relationship was perceived between the nurse and the NA, delegation was 
found to be enhanced (Gravlin & Bittner, 2010; Standing & Anthony, 2008). Mutual trust 
between the nurse and NA is a consistent finding for successful delegation (Anthony & 
Vidal, 2010; Bittner & Gravlin, 2009; Standing & Anthony, 2008). The perception of the 
importance of the reciprocal nature of the nurse–NA relationship is also discussed (Standing 
& Anthony, 2008). The issues of individual personality characteristics, work ethic, 
favouritism, the fear and frustration of working with poorly performing NAs, fear of 
reprimanding wayward NAs, the reluctance of NAs to accept duties, nursing confidence to 
delegate, and the perception of nurses handing off the “dirty work” are also considered 
(Potter et al., 2010; Saccomano & Pinto-Zipp, 2011; Standing & Anthony, 2008). A review 
of the literature revealed that delegation was not only about process and policy but also 
heavily influenced by the work environment, ward culture, workload and characteristics, and 
interpersonal relationships of individuals (Bittner & Gravlin, 2009; Gravlin & Bittner, 2010; 
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Potter et al., 2010). Despite these findings being situated in the international context, this 
researcher would argue that they should be used to inform further research in the Australian 
context. This is important due to the increasing prevalence of the NA role in the Australian 
context and the need for nurses to be competent and knowledgeable in the art and practice of 
delegation and supervision.  
3.9 Summary 
A review of the Australian and international literature on the NA position was 
undertaken as part of this PhD research, with a focus on the Australian context where 
possible. Six main themes were explored: skill mix and staffing; nursing workload 
management and measurement; nursing model of care; teamwork; missed care; and 
delegation. This extensive literature review found that these themes are related and connected 
rather than independent silos. In addition, overarching themes include the importance of 
communication, clarity of role boundaries and expectations, the complex nature of nursing 
care delivery, influence of work environments, the context of healthcare delivery and 
individual characteristics and relationships.  
Current pressures on the Australian nursing workforce and the dilution of skill mix 
with lower trained workers has led to an increased focus on this issue in the Australian 
literature in the last 10 years; however, due to the variation in care delivery between the states 
and territories of Australia, further research and context is required. A notable gap in the 
Australian literature is work on delegation and supervision of lower trained workers. It was 
apparent that due to the complex nature of care delivery and funding restrictions, nurse 
leaders must make trade-offs and sacrifices when trying to provide cost-effective quality care. 
The future of the nursing workforce and models of care delivery is faced with complexity and 
should be informed and based on evidence based practice. The lack of consensus reached in 
the literature indicates further research is required. 
 
66 
 
 Chapter 4: Research Design 
4.1 Introduction 
This chapter provides an overview of case study research design. It outlines the 
philosophical underpinning of this research, research design and justification for the methods 
chosen. Further, it introduces the explanatory theories applied to the analysis of data in the 
specific case studied.  
4.2 Case study research 
This research uses a case study research design to examine an unregulated NA 
position practicing in an acute hospital setting. Case studies are used to generate an in-depth, 
multifaceted understanding of a contemporary case in its real world context (Crowe et al., 
2011; Yin, 2014). Case study is a methodologically flexible approach to research design that 
intensively focuses on a single case or multiple cases of interest (Rosenberg & Yates, 2007). 
This design has the benefit of allowing the researcher to study multiple variables in a 
complex organisation, triangulate multiple sources of evidence, and include theoretical 
propositions to guide data collection and analysis (Yin, 2014). Case study has been 
recognised by researchers as an appropriate and flexible research design to address a wide 
range of research questions across multiple disciplines, including nursing and social sciences 
(Harrison, Birks, Franklin, & Mills, 2017; Luck, Jackson, & Usher, 2006; Rosenberg & 
Yates, 2007). Researchers who have contribute to the field of case study research come from 
a range of different disciplines and hold varying epistemological and ontological viewpoints, 
which results in diverse proposed case study research designs. These differing perspectives 
have resulted in variations in the definition, application, validity and purposefulness of case 
study research, causing uncertainty in the application of this form of inquiry (Harrison et al., 
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2017; Sandelowski, 2011). Attending to the openness and flexibility of this methodology, 
Luck et al. (2006) argue that researchers must logically justify their philosophical position, 
research design and provide a coherent guide for the inclusion of chosen research methods. In 
keeping with Luck et al.’s (2006) recommendation, this will now be addressed. 
4.3 Philosophical position 
A philosophically congruent research design is required to guide the deployment of a 
research methodology and associated methods of data collection and analysis. The research 
design is informed by the researcher’s ontological (nature of reality), epistemological (theory 
and status of knowledge), and axiological (values driving study) stance (Farquhar, 2012; 
Holloway & Galvin, 2016; Perri. & Bellamy, 2012). Case study research has been described 
as a “pragmatic bridge” by Luck et al. (2006), as it has no fixed philosophical orientation, 
allowing flexibility in the ontological, epistemological or methodological position of the 
researcher. This allows the research to be designed in a manner that specifically targets the 
inherent complexity of the research problem (Harrison et al., 2017; Luck et al., 2006; 
Rosenberg & Yates, 2007). A researcher must determine the methodological and 
philosophical position that would best address the aims of the research and align with their 
world view. Table 4.1 provides an example of three prominent case study researchers’ 
different philosophical positions.  
Philosophical and methodological research perspectives are commonly represented as a 
simplified dichotomy in which objectivist (realist) approaches are typically aligned with 
quantitative methods and subjectivist (relativist) approaches aligned with qualitative methods 
(O’Mahoney & Vincent, 2014). Quantitative research methods use objective measurements 
and observation, and are reductionist, deterministic and deductive (Parahoo, 2014). 
Qualitative inquiry is an interpretive and naturalistic approach to formulating an 
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understanding of a phenomenon. It is contextual and attempts to make sense of or interpret 
phenomenon in terms of the meaning people bring to them, from the perspective of people 
who have experienced or are close to the phenomenon (Denzin & Lincoln, 2011; Grove, 
Gray, & Burns, 2014; LoBiondo-Wood & Haber, 2013). Tension exists between these 
research paradigms, with ongoing debate over the validity of the different approaches 
(Porpora, 2016). Alternate ontological and epistemological research paradigms, such as 
critical realism, have emerged to address perceived inadequacies in traditional research 
paradigms. Porpora (2016) argues that recent debate over sociological methodology has 
resulted in support for critical realism’s position of methodological pluralism, whereby 
multiple methods are employed to best meet the needs of the research inquiry and address the 
research questions (Mingers, 2014). This current study uses a critical realist approach to case 
study research.  
Table 4. 1 Example of different philosophical positions in case study research 
Researcher Philosophical 
orientation 
Description 
Yin Realist—post 
positivist  
Yin (2014) defines case study as a form of empirical 
inquiry. He applies a systematic approach to case study 
research, emphasising the importance of a well-structured 
research design and objectivity in the methodological 
process. He focuses on maintaining validity and rigour 
within the research process, with the aim of achieving 
theoretical generalisation. 
Merriam  Pragmatic—
constructivist 
Merriam (1988) uses a pragmatic approach to research 
emphasising the use of process to assist in interpreting, 
sorting and managing information to provide clarity and 
applicability of the results (Merriam, 1988). Harrison et al. 
(2017, Section 3.4.2) describes Merriam’s approach as a 
“constructivist approach to case study research, whereby 
the researcher assumes that reality is constructed inter-
subjectively through meanings and understandings 
developed socially and experientially”.  
Stake Relativist—
interpretivist 
Stake (1995) emphasises that the core of case study 
research is an understanding of the uniqueness of a case, 
with the aim of particularising rather than generalising, and 
a focus on interpretation of socially constructed realities  
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4.3.1 Critical realism 
Roy Bhaskar, is a key figure in the development of critical realism as a philosophy of 
science (O'Mahoney & Vincent, 2014). He argues that the “most general goal of critical 
realist philosophy is enhanced reflexivity or transformed practice (or both)” (Bhaskar, 2016, 
p. 5). A critical realist seeks to clarify general social mechanisms16 at work through 
identifying casual relationships and understanding the necessary connections between them 
(O'Mahoney & Vincent, 2014). Thus, moving “from description of patterns of events to 
identification of the structures that explain them” (Bhaskar, 2016, p. 14). 
Critical realism was developed in the 1960s and 1970s as part of fundamental 
critiques of the dominant positivist paradigm at the time. Bhaskar et al. (2012, p. 2) argue 
“that positivism ignores underlying, non-actualized structures and the open systems and 
multi-mechanism situations characterizing societies as well as nature”. Critical realists reject 
the premise that knowledge is documented through exact measurement and quantification 
(Bhaskar, Næss, & Høyer, 2012). Further, they argue the nature of objects is not 
predetermined, as unexercised powers may exist; thus, previous situations or experience does 
not exhaust potential future situations or experience (Sayer, 2000). Critical realists share the 
interpretivist view that social phenomena are concept dependent and have to be understood 
rather than measured or counted. Critical realists differ from interpretivists in that they pose a 
wider concept of causation and belief that all causes are not physical (Bhaskar et al., 2012).  
Critical realism reworks the traditional distinction between epistemology and 
ontology in terms of transitive17 dimension and intransitive18 dimensions of science (Bhaskar, 
                                                 
16 Critical realist regard “mechanisms” as the “ways in which structured entities by means of their powers and 
liabilities act and cause particular events” (Easton, 2010, p. 122). 
17 Transitive dimension of science “refers to the way in which science is a social process, dependent on anterior 
social products … socially produced world” (Bhaskar, 2016, pp. 25, 27).  
18 Intransitive dimension of science “refers to the way in which, through a social process, science studies objects 
that exist and act independently of it … independently existing world”(Bhaskar, 2016, pp. 25, 27). 
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2016). Bhaskar (2016 p. 6) agues the “mutual compatibility and entailment of ontological 
realism, epistemological relativism and judgemental rationalism”, which he refers to as the 
holy trinity of critical realism. He furthers this position by adding the concept of natural 
attitude, whereby ontology and epistemology are not distinguished in discussions of the 
known world. The combination of epistemological relativism and judgemental rationalism in 
critical realism allows the assertion that knowledge is fallible and without sure foundations. 
However, it is knowledge under particular socially and linguistically mediated descriptions 
that values, theory and beliefs can be rationally justified (Bhaskar, 2016; Bhaskar et al., 
2012). In other words, critical realism emphasises the fallibility of knowledge and there being 
more to the world than what is already known (Bhaskar et al., 2012). From this position, 
Bhaskar (2016 p. 26) argues that critical realism is able to sustain the “realist intuitions of 
positivistic modernisms without succumbing to their foundationalism; while acknowledging, 
along with postmodernist constructivism, the social relativity of all our beliefs without 
resorting to their judgemental irrationalism”. 
Critical realism presents a stratified ontology, distinguishing the real, the actual and 
the empirical (Sayer, 2000). According to Sayer (2000) “the real” signifies whatever exists 
(natural, social, empirical object) and the realm of objects, their structures and powers. “The 
actual” refers to the outcome of the activation of powers and structures, and “the empirical” is 
defined as the domain of experience in respect to either the real or the actual (Sayer, 2000). 
Critical realists view “the world as a predominantly open system characterized by the 
simultaneous operation of a multitude of different causal mechanisms” (Bhaskar et al., 2012, 
p. 2). O’Mahoney and Vincent (2014) describe an open system as one in which the parts of 
the entity (material, immaterial) interact to cause observed events; that is, they contain 
complex, unpredictable feedback loops, and cannot be understood in isolation from their 
environment. “Laminated totality” describes the complex, interactive, multi-level operation 
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within different disciplines (psychological, economic, social, political and physical) of open 
systems (Mingers, 2014).  
Critical realists are committed to the concept of emergence, where social phenomenon 
are not reduced to their discursive descriptions nor metaphysical realism (O'Mahoney & 
Vincent, 2014). Bhaskar (2009, p. 7) describes this as the “the theorem of the irreducibility of 
structures, mechanisms and the like to patterns of events (or of the domain of the real to that 
of the actual) and of patterns of events to our experiences (or of the domain of the actual to 
the domain of the empirical)”. Sayer (2000) unpacks the concept of emergence, describing it 
as a situation in which the combination of two or more aspects or features of an object 
produce a new phenomenon, which has properties that are unable to be reduced to those of 
their components, even though the latter are necessary for their existence. He provides the 
example of the social practice of conversing, which is dependent on a person’s physiological 
state, such as signals sent and received in the brain cells, but not reducible to those 
physiological processes.  
Critical realists use two distinct explanatory logics—abduction and retroduction. 
Abduction is the process of redescribing observable objects of social science in an abstracted 
and more general sense, to provide the sequence of causation of observed regularities in 
patterns of events. The most plausible explanation is produced through combining 
observations in tandem with theory identified in a review of the literature (O'Mahoney & 
Vincent, 2014). Retroduction is a meta-process in which the underlying generative 
mechanisms or causal powers (a mechanism or structure that either produces the phenomena 
or is a condition for it), is identified in the broader context (P. Johnson & Duberley, 2000; 
Mingers, 2014; O'Mahoney & Vincent, 2014). Thus, mechanisms are induced from the 
research data, not postulated prior to data collection (P. Johnson & Duberley, 2000). 
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4.3.2 Critical realist approach to case study 
Case study has been defined as an “intensive study of a particular contextual, and 
bounded, phenomena that is undertaken in real life situations” (Luck et al., 2006, p. 104). 
Critical realism has value as a philosophical orientation for case study research due to shared 
language, procedures and explanations (Easton, 2010; Farquhar, 2012). Easton (2010) argues 
that a critical realist case study approach is well suited to clearly bound, but complex, 
phenomena such as organisations. A critical realist asks, “What causes the events associated 
with the phenomenon to occur?” with the understanding that a social phenomenon can only 
be understood through “recording and analysing the associated events that take place as a 
result of the actors acting, whether they are human or non-human” (Easton, 2010, p. 123). To 
achieve this the researcher must identify the entity/objects that characterise the phenomenon 
being studied (Easton, 2010), undertaking an intensive research strategy exploring the 
internal structure and generative mechanisms of an object (Ackroyd & Karlsson, 2014). This 
differs from an extensive research approach, which examines the context in which a 
mechanism operates and how extensive certain phenomena and patterns are in a population 
(Sayer, 2000). 
4.4 Attending to the limitations of case study research 
Case study research is criticised due to the lack of clarity regarding a definition of the 
approach. There is debate whether case study research is a methodology,19 method20 or 
research design21 (P. Brown, 2008; Hamilton & Corbett-Whittier, 2013). To add to this 
confusion the nomenclature of case study also refers to a tool used in teaching, which differs 
                                                 
19 Methodology is “the framework of theories and principles on which methods and research strategies are 
based” (Holloway & Galvin, 2016, p. 346). 
20 Method is the “strategy for collecting, analysing and interpreting data” (Holloway & Galvin, 2016, p. 346). 
21 Research design is “a set of guidelines by which the researcher obtains answers to questions” (Fain, 2017, p. 
154).  
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from case study research, as it may be deliberately altered to demonstrate a point for teaching 
purposes (Yin, 2014). In this research, case study is used as a research design. Case study 
research has been criticised for lacking scientific rigour due to a lack of definition of specific 
procedures22 to be followed (P. Brown, 2008; Crowe et al., 2011; Yin, 2014). Further, 
opponents of case study research criticise the approach for having the potential for an 
unmanageable level of effort, which produces large unreadable documents (Yin, 2014).  
This study used a systematic research approach guided by the works of Yin (2014),23 
providing clear documentation about the procedures and steps undertaken during the research 
process to maintain rigour and validity in this research. Data was organised in a case study 
database and the chain of evidence maintained to effectively manage the study data. Case 
study research has been criticised for a weakness in the statistical generalisation of findings 
and the poor comparative advantage the approach offers (Crowe et al., 2011; Flyvbjerg, 2011; 
Yin, 2014). Generalisation to populations or universes, such as statistical generalisation, is 
not the intention of case study research; rather, case studies may be generalisable to 
theoretical propositions and analytical generalisation (Flyvbjerg, 2011; Yin, 2014). Case 
study research is not comparable to statistical research, as it focuses on the “how” or “why” 
an intervention or treatment works, rather than testing its effectiveness (Yin, 2014).  
4.5 Research design 
A descriptive, single, embedded case research design was used to describe the case of 
NAs practicing in an Australian acute care hospital setting in depth. According to Yin (2014 
p. 238), the purpose of a descriptive case study “is to describe a phenomenon (the ‘case’) in 
its real world context”. This descriptive case study research design was philosophically 
                                                 
22 Specific research procedures are steps to guide the conduct of the research.  
23 Yin (2014, p. 29) describes five important components of research design: a case study’s questions, its 
propositions if any, its units of analysis, the logic linking the data to the propositions, and the criteria for 
interpreting the findings. 
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congruent with critical realism, as an in-depth examination and thick description of the case 
provided an opportunity to identify casual relationships and the connections between them. A 
single case approach allowed an intensive examination of the internal structures and 
relationships within the case’. Comparative cases were not selected due to differences in NA 
practices, the model of NA (substitution, supplementation), and the organisational contexts in 
which they were situation (state and territory funding, models of healthcare delivery—nurse–
patient ratios, NHPPD). This case was bound by the acute hospital setting (also referred to as 
the hospital organisation in this research) in which the NA practiced.  
The case was situated in the context of a hospital organisation. Elder-Vass (2010, 
p. 144) describes organisations as “structured social groups with emergent causal powers”. 
Social groups are structured by specialised roles and marked by significant authority 
relationships (Elder-Vass, 2010). Elder-Vass (2010) argues that organisations are dependent 
on normative social institutions through the establishment of standards of behaviour, and 
beliefs about responsibilities and obligations. Accepting the concept of the hospital 
organisation as a socially structured group acting as part of a “laminated system,24” requires 
the researcher to consider the different layers of the social system when attempting 
explanation. This stratum results in units of analysis at more than one level; thus, embedded 
or subunits of analysis were examined to inform the research. According to Yin (2014), 
embedded units of analysis provide the opportunity for extensive analysis of a single case and 
enhance insight into the case. Nurse leaders, nurses (RN/EN) and NAs form the embedded 
units of analysis in this case study (see Section 5.3). As a point of clarification, the researcher 
was not embedded in the research setting and was not an employee of the hospital 
organisation. 
                                                 
24 Laminated system refers to social and physical systems that are made up of different distinct layers 
(O'Mahoney & Vincent, 2014). 
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Figure 4. 1 Schematic representation of case study research design 
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As per the findings of Rosenberg and Yates (2007), a schematic representation of this 
case study is presented in Figure 4.1 to provide conceptual and procedural clarity in the 
research design, promoting rigour in the methodological process. This schematic illustrates 
the case; underpinning theories, the context and phenomena of interest, the specific case 
study approach, methods of data collection, analysis strategies, criteria for interpreting the 
data, and steps to development of case description.  
This descriptive, single, embedded case research design was guided by modified25 
works of Yin (2014) to maintain rigour and validity in the conduct of the inquiry. Yin (2014, 
p. 19) identifies five important components of case study research design: 
1) a case study’s questions  
2) its propositions, if any  
3) its units of analysis  
4) the logic linking the data to the propositions 
5) the criteria for interpreting the findings. 
 
4.5.1 Research questions 
The research questions for this case study were developed from a review of 
background information relevant to this case (Yin, 2014). As per Yin’s (2014) guidelines, 
case study research is more suited to “how” and “why” questions. The following “how” 
research questions were developed to achieve the aims of this case study research:  
1) How do stakeholders describe the introduction of the NA role into the acute 
hospital setting? 
2) How does policy inform the introduction of the NA into the acute hospital setting? 
3) How is supervision of the NA role practiced within the acute hospital setting?  
                                                 
25 Yin’s (2014) case study research design was modified, where necessary, to maintain philosophical 
congruence with critical realism. 
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4) How do the current behaviours and practices of the NA role reflect the NA 
position description? 
5) How has the NA role been incorporated by the RN/EN into their practice in the 
acute hospital setting? 
 
4.5.2 Descriptive theory 
Yin (2014) emphasises the importance of the development of theory or theoretical 
propositions in case study research. The propositions of a study represent key issues from 
research literature or practical matters and guide the areas examined, the data collected and 
strategies for analysing data within the scope of the study. Yin (2014) argues that the 
development of theory in the construction of case study research enhances “analytical 
generalisation”.26 The concept of theoretical or analytical generalisation is congruent with 
critical realism. Easton (2010) argues that, in practice, critical realists do not postulate 
mechanisms prior to data collection, nor are they induced from the event data; rather, an 
iterative process employing both deductive and inductive cycles of data collection occur. 
O’Mahoney and Vincent (2014) support the idea that critical realists approach research 
without detailed preconceptions of the mechanisms at work, the type of data to show their 
operation and how to demonstrate their existence. Smith and Elger (2014) contend that 
theories should be developed “in process” during data collection, allowing for the formation 
of theoretically informed data. 
To maintain congruence with the theoretical underpinning of this case study, this research 
refrains from making theoretical statements hypothesising the explanations for the occurrence 
of mechanisms, events, actions, structures and thoughts in this case. Instead, as per Yin’s 
(2014, p. 38) recommendation, a descriptive theory covering “(a) the purpose of the 
                                                 
26 Analytical generalisation is “the logic whereby case study findings can extend to situations outside of the 
original case study, based on the relevance of similar theoretical concepts or principles. Contrast with statistical 
generalisation” (Yin, 2014, p. 237). 
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descriptive effort, (b) the full but realistic range of topics that might be considered a 
‘complete’ description of what is to be studied, and (c) likely topics that will be the essence 
of the description” is detailed. Table 4.2 provides a summary of the descriptive theory of this 
case study. Figure 4.2 provides a concept map of the case of interest in this case study. 
Table 4. 2 Descriptive theory of the case of NAs practicing in an Australian acute care 
hospital setting 
A) Purpose of the 
descriptive effort 
This study aims to:  
1) Provide a comprehensive account of the implementation and ongoing 
operation of the NA role in the acute hospital setting, including the 
examination of policies and procedures that guided the NA role. 
2) Examine and describe the behaviours and practices of the NA in the 
acute hospital setting. 
3) Describe NAs’ perception of their role and their incorporation into 
the nursing team and the ward environment. 
4) Examine and describe the RN/EN response to the role of the NA and 
their incorporation of the NA into their daily nursing practice, with a 
focus on the RN/ENs’ understanding of their level of accountability 
and responsibility when working with the NA; and their 
understanding and practice of supervision and delegation in this 
space. 
B) Range of topics that 
might be considered a 
complete description 
of the case of NAs 
practicing in an 
Australian acute care 
hospital setting 
 Policy and Procedures 
 Structures and Processes 
 Resources and Resource allocation 
 Hierarchy and Relationships 
 Actions and Behaviours 
 Incorporation and Response 
 Sustainability 
 
C) Topics that will 
likely be the essence 
of the description 
 Teamwork 
 Supervision and Delegation 
 Accountability and Responsibility 
 Communication 
 Interpersonal Skills 
 Nursing Practice 
 Scope of Practice and Competence 
 Education and Training 
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Figure 4. 2 Case study concept map 
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staff (clerical, patient service attendants)27 and the multidisciplinary team28. At the time of 
data collection the NA role had been introduced into the hospital organisation for 
approximately five years, with a staggered roll out of the position into different wards over 
this period. Information that related to the introduction of the position prior to this time frame 
is included in this study to provide historical context and background. 
The embedded or subunits of analysis (nurse leaders, nurses [RN/EN] and NAs) of 
this case represent different rungs on the nursing workforce hierarchal ladder, with each 
group having their own goals and objectives for the NA role. They were divided in to two 
categories of informants: “practitioners” and “subjects”. Smith and Elger (2014) draw from 
the ideas of Pawson and Tilley (1997) in distinguishing between these forms of expertise. 
Practitioners have “expert knowledge about ways in which particular policies have been 
implemented, the challenges and opportunities involved, and immediate influences on the 
outcomes, including putative successes or failures” (Smith & Elger, 2014, p. 120). Their 
experience is embedded in specific contexts, and their evaluative horizons may be narrow. 
The researcher may formulate mechanisms, contexts and outcomes from the practitioner 
accounts. In this case, practitioners were considered to be policy makers, managers and 
educators, which are collectively titled nurse leaders. The subjects’ expertise is primarily 
focused on their immediate experience of policies developed by others and their experience 
of the case, thus providing different insights than practitioners/nurse leaders (Smith & Elger, 
2014). In this case, subjects were divided into nurses (RN/EN) and NAs. The participant 
groups are discussed further in Section 5.3. 
                                                 
27 Patient service attendants in this case had the role of cleaner, patient transport, delivery of team and coffee 
server. 
28 The multidisciplinary team (medical doctors, physiotherapists, occupational therapists, speech pathologist, 
social work etc.) were not included as participants in this case study, due to the limited interactions of the 
different disciplines with the NA position, and to maintain the focus on nursing workforce issues. 
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4.5.4 Logic of the research design 
Case study, like critical realism, is not constrained by a defined method; rather, the 
nature and aim of the research determines the best method/s to inform the inquiry (Sayer, 
2000; Simmons, 2009). Critical realists acknowledge the value of qualitative methods in 
providing an emic or insider’s view of society, by enabling the researcher to gain in-depth 
contextual information about a social setting, moving away from the reductionist quantitative 
approach (Brown & Roberts, 2014). The incorporation of multiple sources of data collection 
is an advantage of both the case study and critical realist approaches, as it provides a more 
synergistic and comprehensive view of the case (Harrison et al., 2017; O'Mahoney & 
Vincent, 2014). The “convergence of data collected from different sources, to determine the 
consistency of findings” is referred to as triangulation (Yin, 2014, p. 241). In this case, semi-
structured face-to-face interviews, focus groups and documentary evidence are the data 
collection tools used to inform the inquiry.  
Interviews represent the most common method of social research as they provide the 
researcher direct access to the point of view of the interviewee, the attitudes they hold and 
accounts of their experiences. They occur in different formats, from highly structured to 
informal conversations, one-on-one discussion to focus group discussions (Smith & Elger, 
2014). Smith and Elger (2014, p. 111) argue that critical realists share common ground with 
an interpretive approach to interviewing, as they “recognise the significance of meaning 
construction and communication” among human actors as a medium of research and 
theorising. However, critical realist differ in that they place emphasis on the context of pre-
existing social relations and structures in which social action takes place. Due to this, critical 
realists use interviews “to both appreciate the interpretations of their informants and to 
analyse the social contexts, constraints, and resources within which those informants act” 
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(Smith & Elger, 2014, p. 111). The critical realist evaluates the adequacy of competing 
accounts of the social reality, emphasising its layered and complex character. 
Smith and Elger (2014) refer to Pawson and Tilley’s (1997) concept of “theory 
driven” interviews as a critical realist approach to interviewing. This approach holds that the 
subject matter of the interview is the theory of the researcher rather than the participant’s 
“thoughts and deeds”. In this type of interview the interviewer and interviewee are considered 
to have different types of expertise. The interviewer or researcher characterises the wider 
contexts and outcomes of action, whereas the interviewee’s expertise lies in the explanatory 
mechanisms that focus on “reasoning, choices, motivations” (Smith & Elger, 2014). Smith 
and Elger (2014, p. 118) explain Pawson and Tilley’s (1997) idea that “the researcher helps 
focus the ideas of the interviewee in relation to specific contexts, by carefully contextualizing 
the domain in which subjects reflect on their own thinking”. A theory driven approach to 
interviewing is taken in this case study research.  
According to Smith and Elger (2014), participant accounts from theory led interviews 
require critical scrutiny, both in their own terms and in relation to other sources including 
documents and other interviews. As such, they argue that interviews will be most valuable 
when conducted and analysed as part of a wider research design. Documentary evidence is 
collected in this case study to augment and provide context for the information learnt in the 
interview process. Mutch (2014) identifies that records are examined for a better explanation 
of a focal phenomenon, and argues the value of paying attention to the nature of documentary 
evidence. The methods of this case study are described in Chapter 5.  
4.5.5 Criteria for interpreting the findings 
The criteria for interpreting the findings of this research was guided by Vincent and 
Wapshott (2014), who provide an outline for the discovery of institutional mechanisms using 
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a critical realist approach to organisational case studies. These authors describe three 
analytical tactics to explain organisational mechanisms: 
1) Configurational analysis: analyses how actors and groups are articulated and 
positioned. 
2) Normative analysis: analyses how people tend to respond to their situations. 
3) Field analysis: analyses how the broader contextual conditions manifest 
themselves within a case. (Vincent & Wapshott, 2014, p. 159)  
 
Configurational analysis (“the what”) provides a thick description of the structure of 
activities inherent in the case. This sets the scene to account for the articulation of the 
mechanism of interest. Normative analysis (“the how”) aims to explain how and why actors 
and groups of actors behave in certain ways in particular situations. It explores the 
participants “projective tendencies” (behavioural norms and expectations) and the 
consistency of how these norms are followed. Normative analysis may reveal a gap between 
“normative expectations” (policy and procedures to be followed) and “normative tendencies” 
(the actual behaviour of organisational members). Incongruence in these areas creates the 
opportunity to explore social dominance and conflict within the case. In field analysis (“the 
why”) the conditions of the broader organisational system and the organisation’s context are 
explained to understand how these are causally implicated in patterns of events in the case 
(Vincent & Wapshott, 2014). These analytical tactics are combined to identify significant 
causal powers within the case. Table 4.3 lists Vincent and Wapshott’s (2014, p. 162–163) 
targets for description in revealing the causes of organisational mechanisms. 
This case study applied configurational, normative and field analysis to the research 
data. As per Vincent and Wapshott (2014), explanatory theories were considered in relation 
to the data available to enrich the explanation of the case. The data of this case study was 
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viewed through the lens of Lewin’s theories of social change management and group 
dynamics. 
Table 4. 3 Targets for description in revealing the causes of organisational mechanisms 
Downwards normative causal 
explanation 
Descriptive analyses and theories combine to explain how 
normative expectations within the broader context (cultures, 
laws, ideas, strategies, etc.) have an impact on the causal 
properties of institutional mechanism studied. 
Upwards normative causal 
explanation  
 
Descriptive analyses and theories combine to explain the ways 
in which normative practices within the organisation studied 
have an impact on the causal properties of the institutional 
mechanism studied. 
Downwards configurational 
causal explanation  
Descriptive analyses and theories combine to explain how the 
properties of broader organisational systems (possibly at 
multiple levels) interact to have an impact on the causal 
properties of the institutional mechanism studied. 
Upwards configurational causal 
explanations  
Descriptive analyses and theories combine to explain how 
subunits are articulated to have an impact on the causal 
properties of the institutional mechanism studied.  
 
4.6 The works of Lewin: Key concepts as related to this case 
The practical task of social management as well as the scientific task of 
understanding the dynamics of group life, requires insight into the desire for 
and resistance to specific change (Lewin, 1964, p. 200). 
Kurt Lewin (1890–1947)29 was a prominent figure in the history of social psychology. 
He was renowned for his work in group dynamics, field theory, and social change 
management. Lewin’s work was influenced by gestalt thinking as evident in his argument 
that “social events depend on the social field as a whole, rather than on a few selected items” 
(Lewin, 1964, p. 194). An examination of group dynamics was essential to Lewin’s concept 
of social change management. Lewin (1958, 1964), asserted that the study of change begins 
in the analysis of the conditions for no social change, a state of equilibrium. He 
conceptualised the state of no social change as a quasi-stationary equilibria, comparing it to 
                                                 
29 Prior to his death, Lewin’s writings were published as monographs and articles, thereby restricting access for 
students to his work at the time. Due to this inaccessibility, Lewin’s works were compiled into books after his 
death (Allport, 1948). This explains why publishing dates in this thesis are after the death of the author.  
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constant flow and path of a river. Social change was likened to a change in the velocity or 
direction of the river. Where the river represented the idea that change and constancy were 
relative concepts, as group life is never without change, rather differences in the varying 
degrees of change (Lewin 1964, p. 199). In the context of this case, the state of quasi-
stationary equilibria may be conceptualised as the day-to-day function and processes of the 
nursing team and the hospital organisation. The addition of the NA caused adjustments in the 
flow and direction of these practices. 
Lewin (1958, 1964) argued that social change may be achieved by adding forces 
towards the desired direction of change or removing opposing forces. Adding forces towards 
the desired direction of change may result in higher tension; whereas, removing opposing 
forces would result in relatively low levels of tension. According to Lewin, increased tension 
may be paralleled with higher aggressiveness, higher emotionality and lower 
constructiveness; thus, the removal of opposing forces was more preferable in the change 
process. In the context of this case, it was important for the hospital organisation to remove 
the forces opposing the inclusion of the NA role to the nursing team in the acute hospital 
setting, to reduce potential tension within the nursing and nursing leadership group. The 
reduction of resistance to change is discussed further later in this section. 
Lewin (1958, 1964) conceptualised planned change as a three step process: 
unfreezing, moving and freezing. This procedure requires breaking social habits, moving to 
the new level and then achieving permanency of the new level. In the context of this case, the 
inclusion of the NA role in the nursing team required nurses and nurse leaders to break social 
and procedural habits, incorporate the role effectively into the nursing team and the nurses’ 
daily practice, and maintain effective nursing team function with the inclusion of the NA role. 
Lewin recognised that a multitude of factors may influence the change process, and these 
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factors should be considered in education and organisation measures. To understand the 
processes of change, Lewin argued that one must understand the channels, gates and 
gatekeepers involved in the social process. In the context of this case; the channels may be 
conceptualised as the source of resources and processes, the gate may be restrictions or 
barriers in place to filter resources and processes adopted, and the gate keeper may be the 
person or group, such as the hospital executive or government bodies, that make decisions on 
what resources or processes are adopted. External and internal forces acting on the decision-
making processes can create varying levels of conflict within this process (Lewin, 1958, 
1964).  
Lewin’s work on group dynamics and social perception provided further insight into 
the social management process. The representation of the group and its setting as a social 
field, was used by Lewin as a basic tool in understanding group life (Lewin, 1948, 1958, 
1964). He argued that the relative position of the entities of the field represented the structure 
of the group and its ecological setting. Further, the constellation of the social system as a 
whole needs to be considered and reorganised for social events to flow differently. Lewin 
(1964) argued that group behaviour was influenced by the group goals, values, standards and 
the group’s perceptions of their and others’ situations.  
Lewin (1958, p. 210) examined the concept of the group decision-making processes, 
and argued that “it is easier to change individuals formed into a group than to change them 
separately”. He promoted the use of small group discussions during the change process. 
Small group discussion allow the participants to interact and share their opinions and 
motivations, give the leader an understanding of where the group stands and obstacles to be 
overcome, and may promote decision-making at the end of the discussion. Lewin argued that 
group discussion could create objectivity and reduce resistance within the group. Changes 
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brought about by groups are more readily accepted due to the unwillingness of individuals to 
move away from group standards; that is, the beliefs and values of the group (Lewin, 1958).  
According to Lewin (1958, 1964), social habits are built on the vested interests of a 
certain social level, and the values and ethos of the group. He describes well established 
social habits and customs as obstacles to change. To achieve change, sufficient force must be 
applied to break the inner resistance maintaining present social habits. Lewin (1958, p. 209) 
posited that “many social habits are anchored in the relation between the individual and 
certain group standards”. Change in social conduct requires a change in the strength in social 
value that an individual places on a group standard; that is, diminishing resistance, or a 
change in the group standard itself. Lewin asserted that individuals would increase their 
resistance the further they were moved away from the group standard, due to the fear of 
negative consequences of such divergence, such as being ostracised from the group. Due to 
this, if the group standard was changed, resistance which is due to the relation between the 
individual and group, standard should be eliminated. Lewin (1964) discussed this concept in 
relation to teamwork, and indicated that the desire of the individual to stay close to group 
standards impacts the practices of team members, to not over or under achieve in their duties. 
In Lewin’s (1948) work on re-education, he expanded on the individual’s relationship 
with the group standards and the re-education of individuals to meet group standards. He 
stated that:  
What exists as reality for the individual is to a high degree, determined by 
what is socially accepted as reality … In any field of conduct and beliefs, the 
group exercises strong pressure for compliance on its individual members. 
(Lewin, 1948, p. 57–58)  
In the context of this case, members of the nursing team and nursing leaders needed to 
comply with the expectations, on conduct and practice, of the hospital organisation and their 
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peers. Those who diverged from these expectations would be re-educated to meet the 
requirements of the organisation. Re-education, according to Lewin (1948, p. 58):  
Is functionally similar to change in culture. It is a process in which changes 
in knowledge and beliefs, changes of values to standards, changes of 
emotional attachments and needs, and changes of everyday conduct occur 
not piecemeal and independently of each other, but within the framework of 
the individuals total life in the group. 
In the current study, re-education required a change in the culture and processes of the 
nursing team to incorporate the NA into daily practice and the nursing team. A change in 
social perception occurred when a new set of values was accepted and corresponded to an 
individual’s superego. To accept change, individuals must overcome loyalties to previous 
social habits and hostilities to a new set of values. To achieve permanency in the change 
processes, Lewin (1948) promoted building a “we feeling” within the group to create a sense 
of belongingness. 
Lewin (1948) emphasised that the cognitive change processes were more than rational 
processes. He argued that even with correct information and first hand experienced, the 
individual may continue with false perceptions, as influenced by the sentiments of the social 
atmosphere that surrounded them. Lewin (1948, p. 60) reported that “only by a change in 
social perception can a change in an individual’s social action be realised”. In the context of 
this case, the sentiment of the social atmosphere had the potential to influence the acceptance 
of the NA position by nursing staff and nurse leaders. Re-education has the potential to create 
a discrepancy between what the individual believes they should believe (superego), and what 
they do believe (ego), thus creating high emotional tension and poor conduct (Lewin, 1948). 
In the context of this case, nurses were expected to accept working with a lower trained 
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worker to provide care to patients with no relation to their individual perceptions on the 
addition of the lower trained worker to the nursing team.  
Lewin (1958) argued that rational social management proceeds in a spiral of steps 
consisting of different actions, planning, fact finding and execution, as shown in Figure 4.3.  
Adapted from (Lewin, 1958, p. 200) 
Figure 4. 3 Lewin’s steps of rational social management (adapted to the context of this case) 
First, an idea or desire to meet a certain objective must be formed. Fact finding 
examining the idea and the means available to reach or obtain the objective is then 
undertaken and a plan formulated. The plan is then executed and further fact finding is 
employed to evaluate the action. Fact finding, as described by Lewin, is used to evaluate the 
action and determine if expectations have been met, and should be used in the preparation of 
the next step and the modification of the overall plan to provide insight into the strengths and 
weaknesses of certain actions. Lewin argued that it was important to develop objective 
standards of achievement against which the outcome of the change process or actions may be 
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measured. Without a criteria for evaluation, incorrect conclusions may be drawn and poor 
behaviour or processes encouraged (Lewin, 1958). Applying Lewin’s theory here, the 
hospital organisation should have developed criteria for the objective evaluation of the NA 
role in the acute hospital setting. Lewin (1958) maintained that realistic fact finding and 
evaluation were essential to learning. 
This overview of Lewin’s theories of social change management and group dynamics, 
demonstrates the complexity and depth of his thought in this area. Lewin’s work has been 
criticised for the simplistic and linear nature of the three step model. Defenders have asserted 
that Lewin’s theories on change management was part of a broader set of work that must be 
considered as a whole when studying change (Cummings, Bridgman, & Brown, 2016). This 
researcher would argue that the spiral nature of Lewin’s (1958) social management procedure 
dispels the complaint that Lewin’s work is linear in nature and does not contain an acceptable 
amount of flexibility for the complex nature of the modern world. The researcher 
acknowledges that Lewin’s work on change management was incomplete at the time of his 
death; however, would argue that his works on social change management read in 
conjunction with group dynamics and re-education provides a sound explanatory theory to 
enrich the explanation of the data of this case study. 
4.7 Summary 
This chapter had outlined the case study research design of this research. Critical 
realism is introduced and justified as a valuable philosophical approach to case study 
research. The research design was outlined, detailing research questions, descriptive theory, 
units of analysis, logic of design and the criteria for interpreting the findings. A schematic of 
this case study research design was provided to enhance the understanding of the research 
design (see Figure 4.1). To conclude, this chapter presented the social change management 
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and group dynamic theories of Lewin as the explanatory theory used to enrich the explanation 
of the data in this case.   
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Chapter 5: Methods 
5.1 Introduction 
This chapter provides an overview of the methods of this research. The processes 
undertaken to complete this research are detailed, covering sampling, recruitment, ethical 
review, content validity, progressive focusing, data collection, interview processes, data 
management and data analysis. The composition of the embedded units of analysis are 
defined in terms of stakeholder groups, and demographics of research participants provided. 
Ethical considerations are also examined. 
5.2 Sampling approach 
This research aimed to recruit participants that represented the embedded units of 
analysis (nurse leaders, nurses (RN/EN) and NAs) of this case study. To achieve this, a 
purposeful (also referred to as purposive) sampling approach30 was employed. This enabled 
the researcher to select information rich participants to provide insight and an in-depth 
understanding of the case (Holloway & Galvin, 2016; Patton, 2002). Within each embedded 
unit of analysis a heterogeneous sample31 of participants was recruited. This provided a broad 
range of information and perspectives on the case, and included participants who supplied 
contrary or differing views, enabling the researcher to test rival explanations and limit 
potential bias as described by Yin (2010). Recruiting participants from across the stakeholder 
groups (policy makers, managers, educators, nurses [RN/EN] and NAs) enabled the 
identification of shared patterns that cut across the units of analysis in this research.  
                                                 
30 Sampling is the selection method or technique, employed in research, to select a subset or proportion of the 
population under study (Parahoo, 2014). 
31 A heterogeneous sample involves the selection of individuals or groups that differed in some major aspect 
(Holloway & Wheeler, 2010). 
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Sample size in qualitative methods is based upon the nature of the inquiry, credibility, 
time, availability and access to resources (Patton, 2002). Recruitment to each of the 
embedded units of analysis (and the individual stakeholder groups) was guided by the 
concept of data saturation, and the accessibility and willingness of stakeholders to participate 
in the research. Data saturation is accomplished when no new concepts or dimensions 
important for the study can be identified (Holloway & Wheeler, 2010). The number and 
composition of the participants recruited from each stakeholder group varied due to the 
nature of the study population and the context of the case; thus, some groups had higher 
recruitment levels than others. The sample of participants evolved during the conduct of the 
study to include the ward nursing educator role, due to the identification of their involvement 
in the supervision and education of the NA position in the acute hospital setting.  
5.3 Embedded units of analysis: Description of stakeholder groups 
There were three embedded units of analysis in this case study: nursing leaders, 
nurses (RN/EN) and the NAs. Table 5.1 details the composition of these units of analysis, 
defining the stakeholders groups within the embedded units of analysis, the 
inclusion/exclusion criteria, and the target and recruitment numbers for each group. Target 
numbers were determined during the development phase on this case study. These numbers 
were based on what the researcher, at that time, determined to be achievable targets and 
numbers that would provide the depth of information desired to comprehensively examine the 
NA practicing in an acute hospital setting.  These target numbers were exceeded due to 
interest in the study and to meet the goal of data saturation. 
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Table 5. 1 Composition of units of analysis in stakeholder groups 
Unit of 
analysis 
Stakeholder 
group 
Description Inclusion/exclusion 
criteria 
Stakeholder group 
inclusion/exclusion 
criteria 
Target and recruitment numbers 
Nursing 
leaders 
(Stakeholders 
A, B, and C 
form the 
nursing leader 
unit of 
analysis, to 
limit the 
potential 
identification 
of participants)  
 
A: Policy 
makers 
 
Policy makers for the 
purpose of this study were 
defined as those at a 
government, industrial 
body or organisational level 
that had direct involvement 
in the development of the 
policies in relation to the 
NA position.  
 
Inclusion criteria  
For all participant 
groups: 
1. over the age of 18 
years 
2: will be able to speak 
and understand English 
3: of either gender: male 
or female. 
4: who agree to 
participate in the study, 
undergone the informed 
consent procedure and 
signed a consent form 
5: Aboriginal and Torres 
Strait island nurses will 
not be targeted but will 
not be identified or 
excluded 
 
Exclusion criteria 
 
For all participant 
groups: 
Policy makers: 
Direct involvement with the 
development of policies in 
regards to the NA position 
 
Policy makers: 
Government Level:  
Target: one  
Recruited: one  
 
Industrial Body Level:  
Target: one  
Recruited: one  
 
Organisation Level:  
Target: one to two  
Recruitment: At the organisational 
level it was noted that there was an 
overlap between managers and 
policy makers as managers were 
heavily involved in policy 
development for the NA position 
in the acute hospital setting. This 
group was well represented 
B: 
Managers 
Managers for the purpose 
of this study were defined 
as the person who plans, 
directs and monitors the 
work of the Nursing and 
NA workforce. Managers 
Managers: 
- Senior Hospital Manager 
with direct involvement in 
the introduction of the NA 
position. 
Mangers: 
Senior Managers:  
Target: Three 
 
NUMs:  
Target: Five 
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selected had direct 
involvement with the NA 
position were of a Nurse 
Unit Manager (NUM) level 
or held a senior 
management position 
within the hospital 
organisation.  
1. Unable to understand 
or speak English 
2. Inability to provide 
informed consent 
3. Refusal to have 
interview or focus group 
audio recorded 
- Senior Hospital Manager 
with direct involvement in 
the management of the NA 
position for more than three 
months. 
- NUM with direct 
involvement in the 
management of the NA 
position for greater than 
three months. 
 
Recruitment: 13 Managers of 
varying positions were recruited to 
participate in this study. This 
group was well represented 
C: NA 
supervisor/ 
nurse 
educators 
NA supervisor for the 
purpose of this study are 
defined as a full-time 
position who has been 
employed to oversee the 
NAs and liaise with key 
stakeholders including the 
NUMs, ward staff and 
Registered Training 
Organisation staff (PwC, 
2011).  
 
 
Nurse educator: The nurse 
educator was employed as 
dedicated educational 
personnel for nurses at the 
ward level. 
 
 
Supervisor/nurse 
educator 
- Currently employed as the 
NA supervisor 
- Previously employed in 
the NA Supervisor role for 
greater than six months 
- Nurse Educator with 
direct involvement with the 
NA role and wards that 
employ the NA role for 
greater than three months.  
Supervisory position 
Target: one  
Recruitment: This stakeholder was 
not available to participate in the 
study 
 
 
Nurse Educator:  
Target: Five 
Recruitment: Five  
This group was well represented  
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Nurses D: Nurses 
(RN/EN) 
Nurses (RN/EN) for the 
purpose of this study were 
defined as RNs and ENs 
that work directly with 
NAs, across 13 acute 
hospital wards in the 
research setting. 
 
ENs were included in this 
research as they are an 
essential part of the nursing 
team and could provide 
insight into the NA 
practicing in the acute 
hospital setting. 
Nurses (RN/EN) 
- Nurses (RN/EN) that have 
worked with the NA for 
more than three months 
- Nurses (RN/EN) that 
work three days a week or 
more on a ward with a NA.    
RN and EN:  
Target: 40 
Recruited: 
RN: 68 
EN:6 
Total: 74 
This group was well represented. 
Recruitment numbers exceeded 
target numbers to reach data 
saturation. 
NA E: NA NA for the purpose of this 
study was defined as a 
person who worked in the 
NA role in the research 
setting. 
NA: 
A person working in the 
NA role in the research 
setting for more than three 
months. 
NA:  
Target: 10 
Recruited: 10  
This group was well represented. 
Data saturation of key themes 
reached. 
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5.4 Access and recruitment of participants 
The population of each stakeholder group varied in size, composition, access and 
availability. Participants were accessed and recruited via a variety of means, including 
advertisement posters in the hospital (see Appendix D), researcher presentations at the ward 
level, word of mouth, networking and through gatekeepers32 such as managers and nurse 
educators. The researcher was given permission by senior management of the hospital to gain 
access to the participants and facilities required for this case study. The researcher relied 
heavily upon key gatekeepers, including senior management, NUMs and ward nurse 
educators to provide access to the participants. After ethical approval was granted from the 
Science, Engineering and Health College Human Ethics Advisory Network (CHEAN) of 
RMIT University and the Human Research Ethics Committee (HREC) of the hospital 
organisation, the researcher was linked with a gatekeeper from the hospital management team 
to assist with the logistics of participant recruitment and facility access. This gatekeeper was 
instrumental in the identification, facilitation and organisation of participant interviews and 
facilities. Access was also provided to organisation documentary evidence relevant to this 
case. The researcher was directed to the representative from the Department of Health (DoH) 
via a senior manager/policy-maker within the hospital organisation and was contacted by the 
researcher via email. The researcher directly contacted the industrial body for Victorian 
nurses (ANMF) and an interview was organised with their representative.  
This case study was hindered by poor initial recruitment at the nurse (RN/EN) and 
NA level when initial recruitment strategies were put into place. Through coordination with 
NUMs, the researcher was given permission to conduct focus group and interviews during 
                                                 
32 In this case study gate keepers were those who were seen to have the power to grant or withhold access from 
the setting to be researched (Holloway & Wheeler, 2010). 
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double staffing hours.33 Despite this, recruitment remained low requiring the researcher to 
coordinate with NUM and nursing educators to put strategies in place to improve recruitment. 
It was decided that individual wards should be targeted and focus groups conducted in the 
time and location reserved for in-services34. Although individual wards were targeted per 
session, there was no restriction on participants from other wards taking part. This strategy 
improved recruitment; however, there was a greater potential for participants to feel 
pressured or coerced to attend. To reduce this, prior to the commencement of the interviews 
or focus groups, the researcher reminded the participants that it was a voluntary exercise, the 
information they provided was confidential in that they would not be identified within the 
research and they were not obliged to participate if they did not want to or did not feel 
comfortable to. When all wards had been given the opportunity to participate, the researcher 
offered further sessions to ensure all willing participants were given the chance to participate, 
with no additional recruitment. At this point, the researcher determined data saturation of key 
themes had been reached as no new information was being learnt about topics central to the 
case study, and closed recruitment. The recruitment process is presented in Figure 5.1.  
                                                 
33 Double staffing hours in this case described the period at shift change over where nurses from both the 
morning and afternoon shift were working on the ward. In the research setting this period was usually used for 
meal breaks and for education purposes. 
34 In-services in this case are mini education sessions held in double staffing time for nursing staff facilitated by 
nurse educators. 
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Figure 5. 1 NA and nurse (RN/EN) participant recruitment process 
 
5.5 Demographics 
Demographic information was collected for interview and focus group participants, 
including their role, age, gender, years of experience in current role and additional relevant 
information. The role of participants and the years of experience for nurses RN/EN and NA 
were considered significant patterns within the participant sample. Role titles and 
demographic information were not provided for citations from participant transcripts in the 
write up of the findings of this research, to limit potential identification of participants. An 
Approval of Access to Participants 
Granted by Senior Management 
Ethical approval from appropriate 
bodies granted
(Hospital Organisation HREC
RMIT CHEAN)
Researcher linked with senior 
management gatekeeper for the 
facilitiation and organisation of 
interviews and FG 
Initial Participant Recruitment 
Strategies
•Distribution of Advertising Material 
(poor uptake)
•Presentation of Research to Nurses at 
the ward level (poor uptake)
•Permission to contact NA by phone 
on the ward from NUM (effective 
strategy)
Initial Interview and focus group 
times outside work hours and 
interview facilities in education 
precinct (poor uptake) 
Through gatekeeper facilitation an 
agreement reached with NUMs 
that FG and interviews conducted 
within double staffing hours 
Recruitment remained slow 
despite permission for participants 
to attend during work hours
In coordination with NUMs and nurse 
educators strategies were put in place 
to improve recruitment
•interview facilities closer to ward 
locations
•individual wards targeted for FG per 
session
•education staff to remind staff about FG 
and location
•Improved recruitment
New recruitment strategy 
increased risk of coercion or 
participants feeling pressured 
to participate by gatekeepers
•participants reminded that 
participation voluntary and did 
not have to participate
After the completion of 
recruitment at the individual  
ward level the research offered 
further recruitment sessions for 
any remaining staff who wished 
to participate (no further 
recruitment)
Reminder emails were sent to 
gatekeepers of remaining FG 
and interview sessions with no 
further recruitment.
No further willing participants 
and data saturation of key 
themes reached therefore 
recrutiment completed
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exception to this was made when it was deemed that the information did not contain any 
identifying details or attitudes, and the position of the speaker was pertinent to the context of 
the quotation. Demographic information is presented in Table 5.2.  
Table 5. 2 Demographics of research participants 
Embedded 
unit of 
analysis 
Nurse leader 
Total recruitment: 20 
Nurse (RN/EN) 
Total recruitment: 74 
 
NA 
Total recruitment: 10 
Role  Senior Managers/ Policy 
Makers: 9 
NUM: 6 
Nurse Educators: 5 
RN: 68 
EN: 6 
NA: 10 
Age Age range No. of 
participants 
Age range No. of 
participants 
Age range No. of 
participants 
35–44  
45–54  
55–64  
9 
8 
3 
18–24  
25–34  
35–44  
45–54 
55–64  
10 
34 
13 
13 
4 
18–24  
25–34  
45–54  
55–64  
3 
1 
5 
1 
 
Gender Male  5 Male  6 Male 2 
 Female 15 Female 68 Female 8 
Years of 
experience 
in current 
role  
Years of 
experience  
No. of 
participants 
Years of 
experience  
No. of 
participants 
Years of 
experience  
No. of 
participants 
1–2 years  
3–5 years  
6–10 years 
>10 years  
 
6 
5 
7 
2 
RN: 
<1 year  
1–2 years  
3–5 years  
6–9 years  
10–15 
years 
> 15 years 
EN: 
6-9 years  
10-15 years 
> 15 years  
unknown  
RN: 
6 
10 
16 
16 
15 
5 
 
EN: 
1 
1 
3 
1 
1–2 years  
>2 years  
3 
7 
Additional 
information 
 Acting Nurse Manger: 
9 RN participants 
Clinical Nurse Specialist: 
11 RN participants 
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5.6 Ethical considerations 
The ethical implications and considerations of the research process should be 
considered at every stage of the research project (Parahoo, 2014). Research involving human 
participants requires special care and sensitivity to ensure the protection of the participants 
against harm (Yin, 2014). The National Statement on Ethical Conduct in Human Research 
2007 (updated May 2015), disseminated by the Australian Government’s DoH, provides 
researchers with guidelines on the ethical conduct of research with human participants. This 
document describes the importance of the principles and values of respect for human beings, 
research merit and integrity, justice and beneficence for ethical research conduct. The 
application of these principles in this research are detailed in Table 5.3. 
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35 Discomfort due to the potential of the participants to experience anxiety during the interview process and inconvenience due to the participants giving up their time to 
participate in the interview process (NHMRC et al.,, 2007/ (updated May 2015)).    
Table 5. 3 Principles and values of respect for human beings as applied to this case study 
 Description Application of principles in this case study 
Research 
merit and 
integrity 
Following the principles of research 
conduct with the aim of gaining 
understanding that may contribute to 
current knowledge through the 
dissemination of results (NHMRC et 
al., 2007/2015).  
- Data collection methods were designed to enable the collection of detailed information and 
analysis to provide sufficient evidence to produce quality data.  
-Sampling strategies based on detailed inclusion-exclusion criteria were employed allowing the 
researcher to select information rich cases that would inform the research questions.  
-The researcher aimed for rigour in the research process through maintaining quality and 
credibility within the data collection and analysis process during the conduct of the research. This 
was achieved through adhering to the study protocol and the principles of case study research. 
Justice The principles of justice within the 
research process ensure that there is 
fairness in regards to the recruitment 
and participation of participants 
(NHMRC et al., 2007/2015). 
- Researcher relationship with participants: The researcher was not an employee of the hospital 
under study at the time of the study and did not have a power relationship with the participants. 
The researcher-participant relationship was maintained at a professional level at all times and this 
relationship did not deviate from this association.  
- The recruitment processes was transparent, fair and open to all willing participants that met the 
inclusion-exclusion criteria.  
-The researcher put in place measures to limit coercion or pressure placed on potential participants 
to participate.  
-The burden and benefits of participation aimed to be equal to all participants.  
-Participants were not reimbursed for their participation in this study.  
-The anticipated benefit from participation is the knowledge and understanding derived from this 
study for both the wider community and the individual.  
Beneficence The evaluation of risk versus benefit 
for a research study is a key element 
of the principle of beneficence in 
ethical research conduct (NHMRC et 
al., 2007/2015). Risk is defined by 
NHMRC et al. (2007/2015, p. 12) as 
“the potential for harm, discomfort or 
inconvenience”. 
- Participation in this research was voluntary and vulnerable participants were protected.  
-The researcher employed measures to limit pressure and coercion of participants by those in roles 
with power.  
-It was concluded that there was the risk of discomfort35 or inconvenience during participation in 
this study.  
- As qualitative data collection and analysis methods were employed in this study special 
consideration had to be taken to protect the participants from harm which may come in the form of 
identification or emotional distress from discussing potentially sensitive issues.  
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- Measures were put in place to address a situation where a participant may become distressed or 
upset when discussing sensitive information. This process involved stopping or pausing the 
interview as per the participant needs. Referring the person on for counselling or support from 
qualified staff who were not members of the research team if required.  
- As there was no foreseeable risk of harm to the participants this research project was classified as 
a “low risk project”.  
Respect The National Statement on Ethical 
Conduct in Human Research 
describes respect for human beings 
as the “recognition of their intrinsic 
value”. It further details that “respect 
also requires having due regard for 
the welfare, beliefs, perceptions, 
customs and cultural heritage, both 
individual and collective, of those 
involved in research” (NHMRC et 
al., 2007/2015, p. 11). 
-The participant’s cultural sensitivities, privacy and confidentiality and right to make their own 
decisions were considered at all times during the research process. (NHMRC et al., 2007/2015) 
-No cultural sensitivities were anticipated by the researcher in relation to this study as the aim of 
the focus groups and interviews was to gain information about workforce issues not personal or 
cultural issues.  
-The participant was free to not participate or withdraw from the study if they felt that cultural 
sensitivity was an issue. 
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5.7 Ethical review 
This study was submitted for Low and Negligible Risk Research ethical review36 at 
the research setting, and for a Negligible and Low Risk Research review by the CHEAN at 
RMIT University. As the study was submitted to more than one ethical committee, the RMIT 
CHEAN policy is that one HREC is designated as the primary HREC for this study. The 
primary HREC designated was the research setting, as the hospital organisation had the 
primary ethical duty of care over the participants. Ethical approval was gained from the 
hospital organisation’s Low and Negligible Risk Research ethical review committee, and this 
approval was endorsed and affirmed by the RMIT CHEAN. Approval information is listed in 
Table 5.4. 
Table 5. 4 HREC and CHEAN approval information 
Committee Project Number Approval Date 
[Hospital Organisation] Human 
Research Ethics Committee 
(HREC) 
H2013/04941 15 March 2013 
Science, Engineering and 
Health College Human Ethics 
Advisory Network (CHEAN) 
of RMIT University 
BSEHAPP 04–13 Meeting 27 March 2013 
Correspondence 4 April 2013 
As a provision of the ethical approval, standard institutional HREC conditions were 
applied to this research as per Appendix E. The researcher followed the conditions as 
stipulated in the approval letters (see Appendix F). Documents submitted for ethical review 
outlined the researchers plan to conduct the research project in line with the principles and 
values of ethical conduct, as specified in the National Statement on Ethical Conduct in 
Human Research (NHMRC et al., 2007/2015).  
                                                 
36The National Statement on Ethical Conduct in Human Research (2007) allows for differing levels of ethical 
review. Human Research Ethics Committees review all research projects that have identified the potential for 
the risk of more than discomfort to participants. A non HREC level of ethical review may be conducted for 
studies that have a no more than a discomfort level of risk at institutions with the capacity and resources to 
effectively manage this review (NHMRC, 2007 (updated May 2015)). 
 
105 
 
5.7.1 Informed consent 
Informed consent is an essential component in the research process. The principles 
of beneficence and respect for human beings requires that the participant should be 
provided sufficient information for them to understand the purpose of the research study 
and the implications of their involvement in the study (NHMRC et al., 2007/2015). This 
includes any potential risks that may arise from participation in the study. Participants were 
provided with verbal and written information regarding the purpose of the study and the 
implications of their involvement in the study by the researcher. There were two participant 
information consent forms (PICFs) for this case study, which were tailored to the 
information needs of the different stakeholder groups (see Appendix G). The type of PICF 
the participant received was determined by the stakeholder group the participant represented 
(either stakeholder A, B, or C, or Stakeholder D or E). Consent forms followed the PICF 
template of the research setting. They described the purpose of the study, the eligibility 
criteria, what participation in the study involved, the possible risks and benefits of 
participation, what would happen to the participant’s information, that the research was 
voluntary and the participant may withdraw from participation, and the contact details of 
the researcher and ethical review committee. Informed consent was obtained from all 
participants. Figure 5.2 depicts the consent process.  
 
Figure 5. 2 Consent process 
 
Participants were given the 
opportunity to read the PICF 
and ask any questions 
regarding their study 
involvement
When the participant’s 
questions had been answered 
to their satisfaction the 
participant was asked to sign 
the consent form included in 
the PICF document
No study procedures were 
commenced prior to the 
participant signing the consent 
form
The participant was provided 
with a copy of the consent 
form for their records
The original PICF documents 
were kept by the researcher in 
a secure location
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5.7.2 Privacy and confidentiality 
As part of the principle of beneficence and respect, it is important that the privacy and 
confidentiality of the participant be maintained at all times throughout the study. As there 
was the potential for participants to be identified from data gathered using qualitative data 
collection methods, it was essential for the researcher to employ data storage and security 
measures to ensure the confidentiality and privacy of the participant was maintained. 
Strategies used for data protection in this research study are described in Table 5.5. 
Table 5. 5 Strategies for data protection 
 Participants allocated a numerical number 
 Researcher access only to the key for numerical participant coding system  
 Key for numerical participant coding system kept in a secure location away from the 
participant’s data  
 All hard copy documents with participant information, were kept in a secure location and 
electronic information was password protected 
 No identifying information will be published or reported 
 On completion of the study the data will be transferred to RMIT Archiving facility for 
secure storage for a period of 7 years 
 The information collected during this study will only be used for the purpose of this study. 
 
5.8 Content validity 
Prior to the commencement of the interview process, the interview guides underwent 
peer review by experienced nurse researchers at RMIT University, to assess the validity of 
the questions posed in the guides. In response to the feedback from this peer review process, 
the interview guides were amended to remove potential bias noted in the original questions. 
An example of this is shown in Table 5.6. 
Table 5. 6 Example of interview guide amendments from peer review process 
 
Original Text Amended to 
What other issues have been identified in 
relation to the role of the RN post the 
introduction of the NA position? 
Can you identify any issues in relation to the 
introduction of the NA into the acute hospital 
setting? 
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Progressive focusing was also used to amend the interview guides during the conduct of the 
study. 
5.9 Progressive focusing 
Progressive focusing was used in place of a pilot study37 in this research, due to the 
unique nature of the case selected for study and the limited number of participants available 
to inform the research. Progressive focusing is a process in which issues are refined once in 
the field (Simmons, 2009). As outlined by Simmons (2009), research interview guides and 
issues were refined in response to knowledge gained from participant interviews and focus 
groups. This process continued through the data collection phase, redefining interview 
questions and reframing foreshadowed issues.38 The researcher acknowledges that it would 
have been ideal to conduct a pilot study prior to the commencement of this research as 
recommended by Yin (2014); however, as outlined by Sampson (2004), there are advantages 
of the “cold immersion” of the researcher into the field (see Table 5.7).  
 
The openness gained from the researcher’s cold immersion into the field, allowed the 
researcher to employ the process of progressive focusing, to refine research questions, 
redefine interview guides and reframe foreshadowed issues identified in the early phase of 
the research design. After each interview and review of the interview data, the researcher 
                                                 
37 A pilot study commonly is conducted prior to the commencement of a research project by the researcher to 
refine and test the different aspects of the research study including project design, data collection tools and 
interview guides (Yin, 2010).  
38 Simmons (2009) describes foreshadowed issues, as issues identified in the initial literature review with the 
expectation that they will be refined throughout the progress of the study . 
Table 5. 7 Advantages of cold immersion into the research setting in this research 
 the researcher was more open to new information 
 the researcher’s evident “innocence” or naivety may have had appealed to the participants 
and facilitated access to participants 
 the researcher was more likely to accept participant accounts at face value  
 the researcher was more likely to reproduce participant accounts more faithfully rather than 
subconsciously applying a filter to data collected 
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revisited the research questions, interview guides and foreshadowed issues, to determine if 
any amendments were required and kept an audit trail accordingly. In the initial stages of data 
collection, small changes were made to refine the interview guides and research questions to 
best meet the objectives of the research. Examples of changes made to the interview guide 
and research questions are shown in Table 5.8.  
Table 5. 8 Examples of changes made to the interview guide and research questions 
Interview guide: What does the introduction of the NA into the 
acute hospital setting mean to RN supervision 
practice in the acute hospital setting? 
Research question: 
What are the current behaviours and practices 
of the NA measured against the NA position 
description? 
Was amended to: 
How do the current behaviours and practices of the 
NA role reflect the NA position description? 
 
These changes provided clarity to the intention of the questions in the context of this case 
study research.  
5.10 Data collection 
Information from individual interviews, focus groups, and documentary evidence was 
collected to inform this research. These forms of evidence were selected over other methods 
of data collection39 due to ethical considerations, logistics, available resources, and their 
ability to inform the research (Merriam, 2014). The researcher was the “primary data 
collection instrument” in this research, as described by Saldana (2011, p. 32). Qualitative data 
collection is more than the mechanical techniques of writing, counting and transcribing. It 
                                                 
39 Observation was not chosen as a data collection tool in this case study due the logistical nature of the hospital 
setting, patient privacy and confidentiality issues, and the potential for bias from the participants changing their 
behaviour as they knew that they were being observed as per Patton (2002).  
Surveys were not required to direct the research questions due to themes identified in the literature.  
Surveys were not used in conjunction with the selected data collection tools, as a validated survey tool that 
would have aided in answering the research questions, was not located in the literature and the creation and 
validation of a survey tool specific to this study was not logistically feasible for the researcher.       
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includes cognitive and affecting processes such as inferring, intuiting, empathising and 
evaluating (Saldana, 2011).  
5.10.1 Documentary evidence  
Documentary information may provide detailed insights into the workings of 
organisations and people’s lives and comes in a variety of forms, (Gibson & Brown, 2009; 
Yin, 2014). Yin (2014) argues the advantages of documentary analysis are that it is stable, 
unobtrusive, specific for names and dates, and broad in reference to time, events and settings. 
In this research documentary information was used as a means of corroborating and 
augmenting evidence from other sources as per the recommendation of Yin (2014). The 
information learnt from the documentary evidence was used to inform the configurational and 
field analysis of this case study.  
A diverse range of documents were reviewed for this research. Documentary evidence 
was sourced from the internet and local hospital organisational documents, with both publicly 
and privately accessible documents reviewed. The documents were independent of this case 
study and not created as part of the conduct of the project, such as participant diaries. Key 
search terms were used to locate information through formal library database searches, 
including Google Scholar and a general search of the internet using the Google search engine. 
Table 3.1 (see Section 3.2) lists the documentary evidence internet search strategy criteria. 
Table 5.9 lists the types of documents focused on for this case study.  
Table 5. 9 Focus of documentary evidence collection 
 Organisational documents such as policies and administrative documents 
 Academic documents such as formal papers and evaluations 
 Government reports and inquiries 
 Government and industrial body communication and information releases 
(Collection of documents based on relevance to case) 
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Hard copies of privately accessible hospital organisation documents were made 
available by senior staff. They also provided supervised access to the hospital’s intranet for 
further relevant documents, such as hospital policies and pay rates40 for nursing staff and 
NAs. Ample time was given for the researcher to review the private local hospital 
organisation documents in a secure location. The researcher made detailed notes about the 
documents provided, removing sensitive and identifying information41. The researcher was 
given permission to print and electronically copy documents available on the hospital 
organisation’s intranet. Electronic copies of documents collected from the hospital intranet 
were stored in a password protected file on the researcher’s computer and printed copies were 
kept in a secure location at the researcher’s home42. Documents were assessed for value and 
relevance prior to their inclusion in the study. 
Due to the abundance of publicly available documents accessible via the internet, the 
researcher triaged documents, focusing on those that appeared central to the case study, as per 
Yin’s (2014) recommendation. The researcher assessed the content, source and relevance of 
each document referring back to the purpose of the research to maintain focus. As the 
research progressed documents were selected for specific reasons, such as triangulating 
claims made by participants during the interview process. The researcher reviewed potential 
documents for accuracy and authenticity, focusing on establishing the author, date, location, 
conditions of production, reasons for production, and the context in which the document had 
been produced as outlined by Hodder (2003) and Merriam (2014). When searching and 
reviewing potential documents, the researcher maintained an awareness of the potential 
limitations of documentary evidence. Examples of such limitations include documents that 
                                                 
40 Pay rates were accessed to verify claims made by participants during the interview process. 
41 Sensitive and identifying information was removed from documents provided to researcher to maintain 
confidentiality as some documents listed information about individuals or information that could be used to 
identify individual staff members. 
42 Printed copies were kept in a locked safe at the researcher’s home. 
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are incomplete or un-attributable from the research perspective; bias in the form of sampling, 
reporting and access; documents presented in formats unhelpful to the researcher; 
incongruences between information derived from different evidence sources; and establishing 
accuracy and authenticity (Merriam, 2014; Yin, 2014). The researcher used her judgement as 
to whether the document would contribute to the case study and provide quality insight into 
the research questions.  
5.10.2 Individual face-to-face interview 
Semi-structured, face-to-face interviews were undertaken for the purpose of this case 
study. Interviews were utilised to discover things that the researcher was unable to directly 
observed, such as behaviours, feelings, people’s interpretation of the world around them, or 
past events that could not be replicated as outlined by Merriam (2014) and Patton (2002). The 
interview process allowed the researcher to enter into the other person’s perspective, 
soliciting and documenting, in the participants own words, their personnel experiences and 
social world, and factual information about them and the case in question as described by 
Patton (2002) and Saldana (2011).  
Face-to-face43 interviews allowed the researcher to build a rapport with participants 
through the social encounter of the interview, and monitor visual or non-verbal cues during 
the interview process, as described by Parahoo (2014). The semi-structured interview 
provided an approach for a theory driven interview (see Section 4.5.4), allowing the 
researcher to focus on topics and issues relevant to the study research questions with the 
flexibility of exploring new topics as they arose (see Appendix H, which describes other 
interview structures). Interviews in this research were steered by an interview guide that 
consisted of questions for the researcher to follow, but, also provided the interviewer the 
                                                 
43 Other interview formats telephone, tele-conferencing, via the internet not selected for the purposes of this case 
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flexibility to probe and ask follow up questions as required as recommended by Merriam 
(2014), Gibson and Brown (2009) and Parahoo (2014).  
5.10.3 Focus groups 
Focus groups are interviews with groups of people who share a common experience or 
knowledge about a case. For the purpose of this research focus groups were conducted with 
the aim of capturing the richness and complexity of the group dynamic, as outlined by 
Kamberelis and Dimitriadis (2005), Parahoo (2014), Merriam (2014) and Yin (2010). The 
interaction of participants in focus groups aided in recall, stimulation and embellishment of 
the descriptions of their experiences and understanding of the case, which provided powerful 
insights for this research as described by Fontana and Frey (2005) and Kamberelis and 
Dimitriadis (2005). The group interviews were used to explore and clarify views, encourage 
participants to express themselves, quickly assess diversity of participant views, and 
triangulate information through context of individual responses. Focus group interviews 
provided the researcher the ability to collect a large amount of data in a short period, as 
described by Parahoo (2014), Patton (2002), Yin (2010), and Fontana and Frey (2005). The 
researcher was aware of Yin’s (2010) warning of the potential loss of depth of the 
information collected in the group interview and used interview guides as a tool to keep the 
focus groups on topic.  
The size of the 11 focus groups44 in this research was dictated by those who could, and 
wanted, to attend during scheduled interview times, varying from two to 16 participants 
(average six per group). There were two different focus group compositions; these were NA 
only and RN (new graduate – ANUM level) and ENs together. Nurse leaders were not invited 
to participate in the focus groups to prevent potential influence on nurse and NA results. ENs 
                                                 
44 There is disagreement in the literature about the suitable number of participants that make up a focus group 
with the figures ranging from two to twelve (Fontana & Frey, 2005; Merriam, 2014; Olsen, 2012; Yin, 2010). 
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were included in the focus group with the RNs as they are an essential part of the nursing 
team and could provide insight into the NA practicing in the acute hospital setting. ENs were 
not interviewed separately from RNs due to logistical reasons. It was noted during the 
interviews that the ENs did not identify themselves or their experience in working with the 
NA differently from the RNs.  
5.10.4 Interview guides 
The semi-structured interviews and focus groups were guided by interview guides,45 
which provided focus for the line of inquiry to be followed during the interview process, 
fitting with the concept of a theory driven interview. Standardised interview guides were 
developed for each stakeholder group (see Appendix I) to best inform the research study. 
These standardised guidelines allowed the interviewer to follow the same lines of inquiry for 
each participant, through providing a systematic and comprehensive guide of the issues to be 
explored, and to maintain control over the interview process which was valuable as 
participant time was limited as outlined by Patton (2002) and Holloway and Wheeler (2010).  
The interview guides were developed to reflect the research questions, with the aim of 
collecting information that would inform and provide a comprehensive description of the case 
under study. They were refined through progressive focusing during the research process to 
best inform the research project. The interview guide questions were open, singular, neutral 
and clear, using language appropriate for the stakeholder group. They were framed to allow 
the interviewees to provide answers focused on the research questions, and to not exclude 
                                                 
45 Interview Guide: a basic list of topics to be covered with limited questions or as a list of questions to be asked. 
In semi-structured interviews there is flexibility to deviate from the list and no defined sequence for the 
questions to be posed in (Hamilton & Corbett-Whittier, 2013; Holloway & Wheeler, 2010; Merriam, 2014; 
Patton, 2002; Yin, 2010). 
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other areas of discourse as per the recommendations of Patton (2002), Saldana (2011), 
Gibson and Brown (2009) and Merriam (2014).  
5.10.5 Conduct of the individual interviews and focus groups 
Individual interviews and focus groups were conducted in quiet, private rooms46 in 
the research setting. Interviews and focus groups were approximately 30–60 minutes, 
depending on the participant/s and the information they provided. Participants were restricted 
for time, as interviews and focus groups were conducted within working hours; therefore, the 
researcher was required to keep the interviews and focus groups directed on the topic of 
inquiry. Prior to the conduct of the interview or focus group, the researcher explained the 
purpose of the research and participant commitment, reminded the participant that 
participation was voluntary, and completed the informed consent process (see Figure 5.2).  
Interviews were audio recorded using two forms of digital recording device. Olsen 
(2012) contends recording semi-structured interviews is essential, as language, metaphors and 
the intricacies of the interview may be changed or lost when the interviewer writes them 
down. Brief notes were taken during the interview process; however, the researcher relied on 
the transcript of the audio recordings for the content of the interviews. The audio recordings 
of the research interviews were used by the researcher to refine interviewing techniques and 
interview guides. The researcher also practiced reflection during the research process to 
improve and amend interview techniques and questions, as outlined by Patton (2002) and 
Merriam (2014). 
 
                                                 
46 Quiet private rooms included seminar/training rooms, ad hoc meeting rooms and staff offices. Only 
individuals participating in the interviews/focus groups were present in the room. The doors were closed to 
maintain privacy.  
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5.10.6 Interview process 
The quality of the information collected from the interview process was determined 
largely by the skills and expertise of the interviewer. The researcher remained focused and 
aware of the progress and flow of the interview or focus group, to maintain the flow of 
communication, researcher control of the interview, and the quality of responses throughout 
the interview process, as per the recommendation of Patton (2002). The researcher followed 
well established interview techniques47 to enhance the quality of the research interview and 
focus group process. During the interview and focus group processes, the researcher noted 
the participants’ reactions to questions and helpful feedback from participant/s, such as verbal 
and non-verbal cues, to collect useful, authentic and reliable information. Probes and follow 
up questions were used by the researcher to deepen the understanding of the topic being 
discussed and increase the richness and depth of the responses provided by the participant/s, 
as per the guidance of Patton (2002). 
It was important for the interviewer to build a rapport with the participants for the 
quality of the information learnt from the interview process. In this research, interviews and 
focus groups were conducted in a conversational tone. To facilitate interviewer–participant 
rapport, the demeanour and behaviour of the interviewer was adapted to suit interactions with 
participants, creating a sense of comfort, security and equity in the relationship, as per the 
recommendations of Yin (2010) and Saldana (2011). The researcher maintained professional 
standards at all times during the interview process; however, the level of formality and tone 
of interviews were determined by the role and behaviour of the participant/s. Interviews with 
nurse leaders had a higher level of formality than those with the nurses (RN/EN) and NAs in 
this research. It was important for the researcher to be aware that participants may 
                                                 
47 Interview techniques: remain neutral in both manner and content, be non-directive, speak only in moderate 
amounts, avoid asking multiple questions at once, maintain rapport, listen to hear what really is being said, and 
use an interview guide (Yin, 2010).  
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consciously or subconsciously provide answers they felt would please the researcher 
(Holloway & Wheeler, 2010). Further, the researcher needed to discern factual information 
from subjective, value laden responses that may not have reflected the situation accurately, as 
outlined by Merriam (2014), Creswell (2014) and Holloway and Wheeler (2010).  
The interviewer–participant relationship is an important element in the interview 
process (Merriam, 2014; Saldana, 2011). The researcher was aware of any power 
relationships that may have existed between the participant and the researcher, and how that 
may influence the information provided or solicited. The researcher was not an employee at 
the research setting and was not in a position of power in relation to the study participants. 
However, there was a potential power relationship between the nurse leaders acting as 
gatekeepers and the researcher, which influenced the tone and conduct of the interviews for 
these participants. Power relationships also existed within the focus group discussions, as the 
heterogeneity of the sample of the nursing stakeholder group resulted in focus groups 
containing both RNs and ENs of differing experience levels. Effective moderation of the 
focus group process was maintained by the researcher to empower each individual to share 
their experiences and opinions, to provide a comprehensive description of the case from a 
variety of perspectives.  
The researcher played the role of interviewer and moderator for focus groups in this 
research. As the moderator, the researcher directed the focus group, facilitating each member 
of the group to express their views, as well as managing dominant group members and 
silences, as outlined by Yin (2010). The group dynamic was an important element of the 
focus group process and was influenced by group pressure and culture. There was the 
potential for the group dynamic to inhibit members of the group with minority views from 
contributing to the conversation, as dominant group members monopolised the discussion 
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guiding the group consensus on topics (Fontana & Frey, 2005; Parahoo, 2014; Patton, 2002). 
It was important that the researcher ensured attention was paid to each member of the focus 
group who wished to contribute, and not allow dominant participants to influence the 
outcomes of the discussion. Due to the nature of group interviews, confidentiality of the 
information discussed in the focus groups could not be assured, despite the researchers best 
efforts, as the researcher had no control over what was said by participants outside the focus 
group discussion. The researcher reminded participants that it was their responsibility as a 
participant of the study, not to share what was discussed in the focus group. The researcher 
identified that the group environment was not the appropriate platform to discuss 
controversial or sensitive information, and the researcher was aware of the potential for harm 
to participants and avoided probing sensitive topics.  
5.11 Data management techniques 
This study comprised both hard copy documents and electronic documents and 
recordings. Electronic documents were kept on the researcher’s computer in a password 
protected file, with a backup copy stored on a password protected USB drive in a safe in the 
researcher’s home. Hard copy documents that contained sensitive or identifying information 
were kept in a locked safe at the researcher’s home. Hard copy documents that did not 
contain sensitive information, such as reference material and blank study documents, were 
kept in binders in the researcher’s home.  
Audio recordings of individual interviews and focus group were backed up and stored 
in a password protected file on the researcher’s computer. A backup copy of these interviews 
was made and stored on a password protect USB stick, which was placed in a safe in the 
researcher’s home. The original recordings were then deleted from the audio recording 
devices. The research interviews were transcribed into individual word documents, in full, by 
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the researcher as soon as logistically possible after the interview and stored in a password 
protected file. The researcher gained insight and intimate familiarity with the data and 
information collected through completing the transcription process in person. The researcher 
chose not to use computer aids to analyse the data collected for this study, due to the complex 
nature of the case under study and the diverse array of evidence, as per the recommendation 
of Yin (2014). A password protected Excel sheet was used to manage the coded data from the 
interviews, focus groups and the document analysis.  
5.12 Interview verification process 
As part of the quality measures of this case study, verification of the content of the 
interviews was conducted by the researcher. The transcripts of the individual interviews were 
returned to participants via a secure email account for verification. The majority of transcripts 
were returned to the researcher by participants, with some finding small typographical errors 
and misinterpretations of words within the transcripts. The researcher amended any errors 
identified. Transcripts were not sent to focus group participants due to potential 
confidentiality issues such as the potential of participants sharing the transcripts with others 
from outside the focus group. This was not a concern for the individual interviews as the 
transcripts only contained information provided by the participant. In the case of the focus 
groups the transcripts contained information provided by multiple participants which if read 
as a complete document could identify individual speakers and this was considered a 
potential risk to the confidentiality of participants. The researcher’s PhD supervisors 
reviewed a sample of the focus group transcripts as part of the verification process.  
5.13 Data analysis 
The data analysis process of this research was shaped by the study’s aims and 
research approach, to transform and find meaning within the evidence (Flick, 2014; Holloway 
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& Wheeler, 2010; Miles, Huberman, & Saldana, 2014; Patton, 2002; Yin, 2014). The aim of 
this case study research was to collect comprehensive, systematic and in-depth information 
about the NA position practicing in the acute hospital setting. As per the recommendations of 
Yin (2014), the data analysis of this case study involved rigorous empirical thinking, 
sufficient presentation of evidence and consideration of alternative interpretations. Miles et 
al.’s (2014) guidelines for qualitative data analysis were used to guide the data analysis 
process. These guidelines provided the researcher with an orderly and formalised process to 
follow that was grounded in a critical realist orientation. The data analysis process for 
individual interview and focus group analysis was an iterative activity, which consisted of 
data condensation, data display and conclusion drawing and verification as outlined by Miles 
et al.’s (2014) guidelines. Document analysis was guided by the works of Coffey (2014), and 
is introduced in Section 5.13.2.  
5.13.1 Individual interview and focus group analysis 
5.13.1.1 Data condensation 
Data condensation is the process of simplifying, focusing, and transforming the 
information collected as part of a study, with the aim of organising and sharpening the data, 
so conclusions can be drawn and verified (Miles et al., 2014). The data condensation process 
for this research consisted of coding, generation of categories, and theme development as 
outlined by Miles et al. (2014). Coding is a method of organising data in which a word or 
short phrase are assigned to portions of text to render data more manageable and are used to 
detect patterns within the data (Creswell, 2014; Holloway & Wheeler, 2010; Miles et al., 
2014; Saldana, 2009). Miles et al. (2014, p. 73) describe codes as “prompts or triggers for 
deeper reflection on the data’s meaning”. A dual cycle coding method was used for this 
study, as recommended by Miles et al. (2014) and Saldana (2009).  
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Dual cycle coding was a cyclical process, which involved the application of multiple 
methods of coding to the data corpus of the study as outlined by Saldana (2009). The first 
cycle coding method was applied in the initial stages of the analysis to organise the data into 
meaningful categories. One coding method applied to the data in this research was descriptive 
coding, which involved the researcher summarising in a short word or phrase the basic topic 
of a section of data,48 referring to what was written or talked about rather than the message of 
the text. This descriptive coding was used to develop a summary of the data, which formed 
the ground work for interpretation and analysis in the second cycle coding process. Coded 
data was then assigned to descriptive categories, which provided an explicit description of a 
segment of data. The descriptive theory and research questions of the study guided the 
development of these descriptive categories, with the inclusion of emerging categories from 
descriptive coding. Attribute coding49 was applied to the data to present the heterogeneity of 
the sample, and to organise the data so patterns and themes that cut across the embedded 
units of analysis could be identified.  
The second cycle coding process in this research aimed to develop categorical, 
thematic and conceptual organisation from first cycle codes, as described by Saldana (2009). 
Pattern coding was as an advanced method of reorganising and reanalysing the codes 
developed in the first cycle coding process, with the aim of attributing meaning to the 
organisation of coded data. Patterns in the data were similarities, differences, sequences, 
correspondences, or causations located within the data codes (Saldana, 2009). Initial codes 
were assessed for accuracy, utility, redundancy and overlap. The first cycle codes were then 
reviewed and reorganised, merging similar descriptive codes and dropping marginal codes 
                                                 
48 In first cycle coding the length of data the code applies to may vary from one word to a whole page of text 
(Saldana, 2009). 
49 Attribute coding describes the demographics of participants, information about the interviews and focus 
groups such as number of participants in the focus groups, and attributable information about documents such as 
author, source and intended audience (Saldana, 2009).  
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that did not inform the research questions or add relevant insight into the case under study, as 
outlined by Saldana (2009).  
The clustered data was then reviewed and the information further organised into more 
abstract categories, through the process of subsuming particulars into the general data, as 
described by Miles et al. (2014). This reorganisation presented the data in a more meaningful 
manner, allowing the researcher to extract themes from this data. Themes were a phrase or 
sentence that described the meaning of the unit of data (Saldana, 2009). Once themes were 
extracted from the coded data, the researcher revisited the original transcripts and documents, 
to ensure the authenticity and accuracy of the themes. Where relevant, the themes were 
enhanced through the use of the emic language of the participants.  
5.13.1.2 Data display 
Data display is an important tool for increasing understanding and stimulating further 
action or analysis (Miles et al., 2014). Raw data for this research came in cumbersome 
formats, consisting of lengthy transcripts, which inhibited the researcher from seeing the 
information as a whole. The condensed data, was displayed in a format that located the full 
set of data in one location and was arranged in a manner which informed the research 
questions as outlined by Miles et al. (2014). During the coding process for this study, a 
tabular format using Excel spreadsheets was used to organise descriptive codes and 
categories, to enable the researcher to visualise the outcomes of the data analysis in a 
functional manner. This tabular format assisted in the grouping of similar descriptive codes 
and categories, and the extraction of themes. Colour coding of the different categories was 
used to assist in the visualisation of the organisation of data.  
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Attribute coding enabled the researcher to present themes in tabular format for each 
embedded unit of analysis. A colour coded, conceptually clustered matrix50 was then used to 
display the themes and subthemes for each group, revealing patterns that cut across the 
embedded units of analysis. Attribute coding within the data organisation enabled the 
researcher to reveal patterns within the heterogeneous sample of the embedded units of 
analysis. The findings of the data analysis process of this research are presented in a 
traditional extended text format, incorporating direct citations from participant transcripts and 
emic language. The results are presented in four chapters. The first results chapter, Chapter 6, 
provides a detailed examination of the context of the case, incorporating the results of the 
documentary analysis and relevant citations from the interview transcripts. Chapters 7, 8 and 
9 examine the findings of data analysis for each embedded unit of analysis (NA, nurses 
[RN/EN] and nurses leaders), and identifies patterns within the heterogeneous sample of each 
embedded unit of analysis. Chapter 10 examines patterns that cut across the embedded units 
of analysis and discusses findings in reference to theory and current literature.  
5.13.1.3 Drawing and verifying conclusions 
Conclusions were drawn from the data and verified during the data analysis process. 
As Miles et al. (2014, p. 13) outline, the data was interpreted by the researcher “noting 
patterns, explanations, casual flows, and propositions”. The analysis tactics of noting patterns 
and themes, clustering, subsuming particulars into the general, making contrasts and 
comparisons,51 and seeing plausibility were applied during the data analysis process of this 
study to draw conclusion from the condensed data. Plausibility of the conclusions drawn from 
the data analysis processes were reviewed to confirm the conclusions were accurate and true 
                                                 
50 A conceptually clustered matrix arranges the rows and columns of the matrix to present themes or concepts 
for summative documentation and analysis (Miles et al., 2014).  
51 Comparing and contrasting the data to test conclusions and find differences between persons, roles, activities, 
and organisational facets for this case study (Miles et al., 2014).  
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to the evidence. The researcher returned to the raw data, documentary evidence and 
supporting literature for consensus, taking into consideration contradictory findings. 
Conclusions drawn from this study were verified to ensure their validity. Verification 
processes are discussed in Sections 5.12 and 11.2. The data analysis process for this research 
is summarised in Figure 5.3.  
5.13.2 Document analysis 
Document analysis provides understanding about social and organisational practices 
(Coffey, 2014). Documents are a construct of reality and may not accurately represent the 
complex case under study; therefore, document analysis requires the researcher to understand 
the construction and purpose of the document. This includes reviewing the knowledge it 
contains, its role and place in the research setting, cultural values attached to it, and its type 
and format (Coffey, 2014). The purpose, content, themes, construction, intended audience, 
methods of use in the social or organisational setting and method of procurement of each 
document was explored by the researcher, as outlined by Coffey (2014). This functional 
information was used to assess the quality of the document, and position the document within 
the context of the case study. The use of the spreadsheet to manage the documentary evidence 
analysis assisted the researcher’s ability to conceptualise and organise the available 
information, strengthening validity and reliability of the data as described by Yin (2014). 
Documentary evidence for this case study was used to triangulate and further inform the case 
study’s findings. 
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Figure 5. 3 Data condensation, data display and drawing and verifying conclusions 
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5.14 Summary 
This chapter has described the methods undertaken to reach the conclusions of this 
research. A detailed description of the various stages of the research were provided to outline 
the steps taken from participant sampling and recruitment to conclusions drawn from the 
evidence collected. A detailed description of the research process is an important part of 
quality and rigour in this research.  
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Chapter 6: Defining the Context of the Case 
6.1 Introduction 
This chapter provides an overview of the NA role from conception to the predicted 
future of the role. Documentary evidence and quotes from stakeholders are integrated in the 
text, with the aim of providing background and context to the findings in the subsequent 
results chapters. The use of direct quotations to provide depth and enhance the description of 
the context of this case may result in grammatical errors within this chapter. 
6.2 Conception of a new role: Evidence behind the implementation of the NA role  
In 2009, the NA role was a new role for the nursing workforce, in the state of 
Victoria,52 Australia, and was unique to the hospital organisation in this case study. In the 
context of the research setting, the NA position was defined as “a Certificate III Health 
Service Assistance qualified worker who provides basic care to patients under the supervision 
of a registered nurse” ([IHOD], 2014, p. 1).  
According to PwC (2011, p. 35), the NA role “operated in addition to current nurse–
patient ratios required in Victorian public hospitals and met all requirements of the existing 
industrial instruments”. The intent of the NA role in the acute hospital setting was “to reduce 
the workload of the RN by performing fundamental patient care tasks” that otherwise would 
have been performed by nurses (RN/ENs) (PwC, 2011, p. 40). The NA position in the 
research setting, was:  
A support role for the nursing staff so it allows the nurses to have freedom 
to do the more critical and complex tasks on the ward and the (NAs) are 
there to assist them (RN/ENs) in the basic nursing care and the basic tasks 
                                                 
52 Victoria is one of the six States and two Territories of Australia 
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being the hands, the eyes, the ears of the nursing staff (RN/ENs) when 
they’re not able to do tasks (20904 [numbers represent the unique 
identification code given to each participant]).  
The NA position was introduced into the hospital organisation in response to:  
 increasing pressures on the healthcare service  
 a changing healthcare workforce  
 a new direction for nursing in the research setting  
 frustration at process issues such as the availability of equipment  
 pressures on nursing staff which took time away from direct patient care ([IHOD], 
2008)  
These pressures on the healthcare system and workforce issues created the “need to do 
something different” (10202), with a recognition that “we can’t afford our current model only 
bigger, bigger, bigger, even if we could afford it there are not enough bodies to become 
nurses” (10202). Further, “the nursing workforce it’s an ageing workforce and we need to 
retain as many nurses as we can because eventually there will be a shortage and we need to 
support people to stay in practice” (20905). The retention of experienced nursing staff was 
seen as important, as “we don’t want a knowledge exit … Older nurses actually transfer their 
skills to the grads and so forth that are that are coming through” (20905). It was also 
recognised that what nurses do was “becoming more and more complex and a lot more of it is 
pulling us away from the bed side … patients are getting sicker and tasks that we have to 
perform are more complex … we need someone to assist with those basic skills” (20904). 
Due to the pressures on the healthcare system, workforce issues and increasing complexity of 
the nursing role, a new assistant role was investigated and piloted. 
A feasibility study conducted in 2008 by the hospital, determined there was evidence 
to support the introduction of an assistive position to the nursing team in the acute setting (see 
Table 6.1) ([IHOD], 2008). It provided a detailed examination of the conception and 
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introduction of the NA position into the acute hospital setting. This examination was 
important to ensure:  
That we had the model right … the role right … with the right focus … the 
right governance and supervision ... To make sure that not only they’re 
going to be successful but it was going to be sustainable, that it was going 
to be safe and that also it was going to enhance the nursing culture and not 
take away from it (20906).  
As part of the feasibility process, the use of the NA position in other contexts was examined, 
to ensure that the organisation “weren’t repeating mistakes that had been made elsewhere” 
(20906), acknowledging that the “roles haven’t gone so well” (20906) in some other acute 
care hospital contexts. The information learnt from the feasibility study was used to shape the 
role, support and governance and supervision, of the NA in the acute hospital setting.  
Table 6. 1 Feasibility study (2008) 
Provided a detailed examination into the conception and introduction of the NA position into the 
acute hospital setting, and consisted of: 
 a literature review  
 an examination of the NA position in other contexts and settings  
 focus groups with nursing staff 
 interviews with key management personnel. 
Key Findings: 
 role definition and role boundaries  
 supervision and delegation expectations and practices of the RN  
 the role and expectation of assistive personnel in relation to direct patient care  
 the potential for nursing staff to divorce’ themselves from any of the elements of care being 
undertaken by a NA 
 patient safety issues.  
Recommended Action:  
 pilot program of the NA, in the acute ward setting, to be undertaken in hospital 
organisation 
 support at all levels of management for the NA position 
 the formation of a steering committee to overview the pilot  
 employment of a support person for the NA role  
 a roll out communication strategy across the organisation  
 learning program for the wards involved in the pilot program  
 a robust evaluation of the pilot program ([IHOD], 2008). 
129 
 
The DoH Vic (2009) supported the introduction of the NA position in the acute care 
hospital setting, and funded a pilot program under the Better Skills Better Care (BSBC) 
Strategy.53 The pilot program consisted of the placement of NAs, into acute wards in the 
research setting. This pilot program was deemed a success by both internal hospital and 
external state government directed evaluations (BSBC evaluation) (PwC, 2011). Subsequent 
to the pilot program, over a three year period, two further cohorts of NAs were introduced 
into 13 acute wards in the research setting. At the time of this case study, a new cohort of 
NAs was being introduced to the acute and subacute hospital setting. It was reported to this 
researcher that there were 24 trained NAs employed across 13 acute wards at the time the 
interviews for this case study were conducted. The NAs each had a permanent position on a 
single ward.  
6.3 Developing the NA role: Absence of formal policy to inform and guide 
development of the role 
In this case study, the NA position was implemented at a time when there was a lack 
of governmental, organisational and industrial body policies relating to the development, 
implementation, evaluation, ongoing monitoring and working practices of the NA position in 
the acute hospital setting in Victoria. At the time of this case study, there was concern 
expressed by the ANMF representative, who stated: “there is an absence of policy around it 
[NA role] and particularly there is an absence of evidence based policy” (10201). The ANMF 
representative criticised the DoH Vic and the acute care hospital organisation, stating that 
“there was no underpinning policy initiative that was behind this [introduction of the NA] it 
                                                 
53 “Better Skills Best Care (BSBC) strategy [Victoria], explored and trialled innovations that sought to improve 
workforce capacity and utilisation and the sustainability of service delivery while maintaining and improving 
quality of outcomes, efficiency and worker satisfaction. BSBC’s key objective was to ensure that the right 
people with the right skills are in the right place at the right time to deliver quality care to patients” (PwC, 2011, 
p. 1). 
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just seem to be let’s give it a go” (10201). A member of senior management of the 
organisation, acknowledged that:  
No formal policies really informed it [the introduction of the NA role] … 
there was no government policy specifically for the [NA] role … the 
industrial instrument the Victorian EBA54 doesn’t mention at all this role 
[NA] so it doesn’t guide it (20906).  
However, management personnel explained that government workforce regulatory 
documents, the nursing standards of practice and EBA broadly informed how the NA position 
could be used within the hospital organisation under study. As identified by a senior manager 
of the organisation at the time: 
If you consider the EBA as a policy then we need to comply with ratios and 
we’re bound to do that, so that’s certainly important to understand … 
looking at national standards in terms of the care delivery that we are 
expected to provide, and thinking about all of those elements around well 
how is this going to make it better and safer for the patient? (20905)  
The DoH representative confirmed the gap in government policies regarding the NA position 
in the acute hospital setting, saying:  
[Future] policy development would be around encouraging the wider use of 
this [NA] model … to use our available workforce in the most effective 
way possible ... developing a supervision and delegation framework and an 
implementation guide to make sure that if [NAs] are used that they are used 
in a way that in Victoria it is intended (10202).  
                                                 
54 “A registered agreement sets out the terms and conditions of employment between an employee or group of 
employees and one or more employers. An enterprise agreement is between one or more national system 
employers and their employees, as specified in the agreement. Enterprise agreements are negotiated by the 
parties through collective bargaining in good faith, primarily at the enterprise level” (Fair Work Ombudsman., 
updated Oct 2017, p. 1). 
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As part of the future outlook and policy development for the NA position, the DoH 
representative stated: 
It’s important I think that the training and the role for NAs is consistent in 
the acute setting so that everyone knows exactly what a [NA] is. You don’t 
have them trained in different ways and they don’t have different scopes [of 
practice] (10202).  
Senior managers in the acute care hospital setting, at the time of this case study, concurred:  
At a state and national level there’s potential for these roles and others like 
them to be introduced to sustain the workforce, so there’s a push at a policy 
level to make sure that it’s legitimised and that it’s well supported by 
policy guidelines (20907).  
Subsequent to the interviews undertaken for this case study, the Victorian Government 
released two policy guidelines concerning the NA role. The first was a guide to the 
implementation of the NA into the hospital setting, and the second covered the supervision 
and delegation of the NAs in the hospital setting. These documents are referred to later in this 
chapter (see Section 6.5 and 6.7).  
It was important for the organisation to develop “policies and guidelines … around 
the scope of the role [NA] and around the supervision and delegation requirements of the role 
[NA]” (20907). The organisation developed guidelines for the NA in the form of a position 
description and competency based duty list. An organisational policy was developed focusing 
on “the expectations of registered nurses” (20907) when working with the NA position. 
These guidelines were based on: 
Work that we had done with our staff and hearing what gaps were in the 
provision of our nursing care and then looking at what had been successful 
elsewhere and then trying to adapt that to our environment (20906).  
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The guidelines will be discussed later in this chapter (see Section 6.4 and 6.5). There was a 
gap identified by participants in organisational guidelines and policies regarding the 
management, allocation and evaluation of the NA position within the research setting. 
The industrial body representative affirmed that while the ANMF had a “policy 
position on how nurses should work with [NAs] should they find themselves in that situation, 
but we don’t have a policy position that supports or opposes [NAs] as such” (10201). 
Appendix J lists the titles of ANMF policies, position statements and guidelines relevant to 
the NA role. These documents did not exclusively address the use of the NA in the acute 
hospital setting; rather, all healthcare settings, including residential care homes and the 
community. Both the ANMF policies and the local hospital policy were directed by “a 
national framework for the development of decision-making tools for nursing and midwifery 
practice by the Nursing and Midwifery Board of Australia” (NMBA, 2007).  
6.4 Role and function of the NA in the acute hospital setting: Position description 
and duty list 
The role and function of the NA position was guided by the NA position description, 
a ward specific competency based duty list, and standard local hospital policy. The NA 
position description was shaped from the findings of the 2008 feasibility study to meet the 
needs of the organisation. The document was directed at a wide audience ranging from 
potential NA trainees, to management staff involved with the implementation and ongoing 
monitoring of the position. The NA position description provided an overview of the position 
objective and requirements, key selection criteria, and the hospital organisation’s values (see 
Appendix K). The NA position objective was described in the position description as: 
The [NA] works as part of the health care team, assisting the RNs to 
provide patient care. The [NA] is required to practice under the supervision 
of a RN at all times and care will be delegated in accordance with 
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education level and competence. The objective of this role is to perform 
patient care activities alongside the RN ([HOD], 2009b, p. 1).  
In the position requirements of the NA position description, reference is made to the 
performance of “other duties as outlined in ward specific duty list” ([IHOD], 2009b, p. 2). 
This was related to the competency based duty lists, which were tailored to the different 
needs of the individual wards.  
The NAs were employed on surgical, medical and speciality wards. Due to the 
differing nature of patient conditions, patient care requirements, and the ward environments 
“the [NA] role and duties were individually tailored to the specific” wards where the NAs 
worked (PwC, 2011, p. 41). Each ward was provided the opportunity to create a list of duties 
called the “[NA] Delegated Care Duty List” (see Appendix L) ([IHOD], 2011b). A senior 
manager stated that “each ward did do specific work at the time of the implementation” 
(20906), which was reflected in the duty list of the NA. An example of this process was the 
decision to restrict NAs from feeding patients on the stroke ward, where patients were known 
to have impaired swallow as an outcome of their condition and patients required nursing 
assessment; therefore, “anyone with an impaired swallow, feeding is a nursing job” (20906). 
The NAs were expected to perform within the boundaries of their competency based duty list 
under the supervision of nurses (RN/EN). The vernacular used by the participants to describe 
the NA’s list of duties was “scope of practice”; however, “the [NA] are not a professional 
body, as such have a ‘list of duties’ in a supporting role to nursing staff, not a ‘Scope of 
Practice’” ([IHOD], 5th April 2012).  
In conjunction with the individual ward duty list, each ward had a NA resource folder 
accessible to all staff. This resource folder listed the individual NAs competency55 to perform 
                                                 
55 As part of the NA certificate III traineeship program the NAs achieved and were signed off for reaching 
competency in tasks listed on their duty lists. 
134 
 
different duties and tasks. It was important for nursing staff to have access to the NAs’ 
current competency levels to inform the delegation and supervision process, noting that the 
“competency levels of [NA] will increase as they progress through their traineeship” 
([IHOD], 2014, p. 2). It was strongly emphasised by a senior manager, that the NA position 
was “an assistive role under the supervision of a RN at all times. So they’re [NA’s are] not 
independent autonomous practitioners” (20907). The hospital clinical procedure, “Working 
with Health Assistants” (also see Section 6.5), stated that “only RN’s may delegate tasks to a 
[NA]” ([IHOD], 2014, p. 1), which was not applied at all times in practice. In this case, both 
the RN and EN supervised the NA, which at the time of the data collection, was against 
organisational policy and the National Competency Standards for the Enrolled Nurse 
(ANMC, 2002). 
A developing position description requirement of the NA was to perform the role of a 
constant patient observer (CPO), which involved “providing direct supervision of patients at 
risk” ([IHOD], 2009b, p. 2). This requirement was an amendment to the original position 
description; therefore, it resulted in some confusion over the appropriateness of the NA 
performing the CPO role. For the purpose of this study, CPO is defined as the allocation of a 
nursing team member to provide one to one direct observation of a patient that is at risk to 
themselves or others, excluding patients with psychiatric issues, which require a higher level 
of “specialling”.56 This role is employed on a shift by shift basis as an addition to the nursing 
numbers on the ward. It commonly involves sitting for long periods of time with the patient, 
ensuring that they do not harm themselves or others. This may occur over an extended period, 
as the patient may need this support for the duration of their hospital stay. Prior to the 
introduction of the NA role, it would be customary for the ward to employ an external CPO 
                                                 
56 Specialling was a term used by the ward nurses to describe the need to have training in caring for those with 
mental health issues; for example, de-escalating aggressive behaviour 
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from either the hospital bank or pool of staff, or to engage a CPO from a nursing agency that 
provides appropriately trained staff on a temporary basis. Training for the CPO role is 
dependent on individual organisations. Nursing students or students in other healthcare 
disciplines are commonly desired by organisations for this position.  After the introduction of 
the NA role into the hospital organisation, the NA position was commonly used to fulfil the 
CPO role, as it was reported to be more cost-effective for the ward. 
6.5 “Working with Health Assistants”: A supervision and delegation framework 
The local hospital procedure titled “Working with Health Assistants” (see Appendix 
M),57 outlines the responsibilities of RNs and allied health professionals in the supervision 
and delegation of NA and allied health assistants at the hospital organisation. It provided a 
list of principles that “the delegation and supervision of the [NA] must be based upon” 
([IHOD], 2014, p. 1). These principles focused on appropriate patient assessment, 
consultation and planning, accountability, competency, and direct and indirect supervision 
([IHOD], 2014). The NMBA’s National Framework for the Development of Decision-
Making Tools for Nursing and Midwifery Practice (2007), was used as a framework for the 
development of the “Working with Health Assistants” procedure. This NMBA (2007, p. 1) 
document consisted of “a set of principles that form the foundation for the development and 
evaluation of decision-making tools”, as well as “templates for decision-making tools”, for 
the nursing and midwifery professions. It aimed to: 
Foster consistency across jurisdictions by identifying the agreed foundation 
principles for decision making tools and demonstrating the application of 
the principles and concepts in the two professions [nursing and midwifery] 
(NMBA, 2007, p. 1).  
                                                 
57 The Working with Health Assistants hospital procedure replaced the Working with [NA] policy which was 
primarily directed at nurses (RN/EN) Appendix N.  
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When working with the NA, the nurse was required to determine the appropriate level 
of supervision and delegation of the NA through:  
Assessing the skills of your [NA] and then the complex needs of the patient 
and then work out whether or not it’s safe to delegate that task and then if it 
is safe to delegate that task they’ve got to determine what sort of 
supervision they need to provide to that [NA] to actually do that task 
(20904).  
Further to this an internal hospital report, the “[NA] Pilot Project” ([IHOD], 2009a), 
identified that the decision to either directly or indirectly supervise a NA in a particular duty 
would be determined by the level of competency of the NA with that particular duty. If 
competent, then indirect supervision can occur. If not competent, then direct supervision must 
occur. 
The “Working with Health Assistants” procedure provided definitions of key terms to help 
guide the nurse in their decision-making process. These key definitions are listed in Table 
6.2. 
Table 6. 2 Working with health assistants: Key definitions 
Delegation The process by which a healthcare professional allocates work to a Health Assistant 
[NA] who is deemed competent to undertake that task. The Health Assistant [NA] 
is responsible for undertaking the task while the Health Professional retains 
accountability for the patient care. Only RN’s may delegate tasks to a [NA] 
([IHOD], 2014). 
Direct 
supervision 
When the supervisor is actually present and personally observes, works with, 
guides and directs the person who is being supervised ([IHOD], 2014; NMBA, 
2007). 
Indirect 
supervision  
 
When the supervisor works in the same facility or organisation as the supervised 
person, but does not constantly observe their activities. The supervisor must be 
available for reasonable access. What is reasonable will depend on the context, the 
needs of the consumer and the needs of the person who is being supervised 
([IHOD], 2014; NMBA, 2007). 
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Supervision and delegation was recognised as an important part of the nurse’s role by 
the hospital organisation, government DoH and the ANMF. The representative of the DoH 
identified that “the nursing sector feels that there is a need for more clarity in that supervision 
delegation space”, and that “supervision and delegation frameworks have never been that 
clearly defined in the nursing space” (10202). She referred to the NMBA’s documents and 
information as “high level statements” (10202). To rectify this perceived gap in knowledge, 
the DoH Vic released the 2014 “Delegation and Supervision Guidelines for Victorian Nurses 
and Midwives”. This document aimed to “[a]ssist and provide additional support for 
Victorian nurses and midwives to implement the NMBA’s requirements when faced with 
delegation and supervision decisions across all Victorian practice contexts” (Doc Vic, 2014, 
p. 5). Delegation and supervision were described in the DoH Vic (2014, p. 1) guide as “a 
complex, multifactorial component of a registered nurse and midwife’s role”. At the time of 
this case study, the ANMF had a policy titled “Delegation by the Registered Nurse”, which 
aimed to: 
Clarify the role and obligation of registered nurses when delegating aspects 
of nursing care, guide registered nurses through the issues to be considered 
in delegating aspects of nursing care; and clarify the role and obligation of 
employers in the delegation of aspects of nursing care by nurses (ANMF, 
2004/2015, p. 1). 
 
6.6 Building a culture of fear: Industrial resistance to the implementation of the 
NA position 
The industrial body for nurses, the ANMF (2014), raised strong objections to the 
introduction of the NA role into the acute hospital setting. The ANMF has a large 
membership group and practices at both the state and national level. It reaches its members 
through monthly publications produced at the state level. In the Victorian publications On the 
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Record and the Australian Nursing and Midwifery Journal, multiple articles and inserts 
question the place of the NA in the acute hospital setting, focusing on safe staffing and skill 
mix, nurse–patient ratios and the current and projected future of the use of the NA in the 
acute setting (ANMF, 2004/2015; ANMF, 2005/2018; ANMF, 2013a; ANMF, 2013b; 
ANMF, 2015).  
The ANMF criticised the evidence utilised to underpin the roll out of the NA position 
into health services in Victoria beyond the pilot programs (ANMF Vic, 2013b). ANMF 
leaders argued that the BSBC evaluation report provided no evidence of improved patient 
outcomes, and questioned the methodology and sample size utilised to undertake the 
evaluation. Further, the ANMF focused on the potential problems identified in the BSBC 
evaluation, such as confusion about roles and responsibilities, training and preparation of the 
NA, and ongoing costs associated with the position. It highlighted that the roll out of the NA 
position to other health services in Victoria was, in part, based on the BSBC evaluation 
report, which they deemed an inadequate evaluation of the position (ANMF Vic, 2013b). The 
ANMF also criticised the 2014 Grattan Institute study, titled “Unlocking hospital skills: 
Better jobs, more care” (see Sections 1.3 and 2.2.1), stating that “the conclusions of the report 
was based on unsophisticated analysis and simplistic approach to nursing care” (ANMF, 
2014).  
Confirming the ANMF’s position on the NA role in the acute hospital setting, the 
union representative questioned the evidence supporting the implementation of the NA role 
as “we don’t think that there’s enough evidence out there to know whether it’s good, bad, 
safe or unsafe” (10201). He criticised the BSBC evaluation report as a means of measuring if 
“people seem more happy, less happy or just as happy”, stating that the NA position was not 
“being introduced for people’s happiness”; rather, “they’re being introduced to be part of the 
patient care experience and hospital, which is about getting home and healthy and not about 
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how happy the nurses are” (10201). The ANMF representative also suggested that measuring 
the patient experience was a poor indicator of the effectiveness of a workforce initiative, as: 
Patient satisfaction is important no doubt about that, but a patient can’t 
judge themselves usually whether or not their period of admission went to 
plan because they don’t know what the plan was, they’re reliant on nursing 
and medical professionals or perhaps lawyers to tell them whether things 
went wrong (10201).  
Instead, he promoted the need to undertake research into the use of the NA role focusing on 
“nurse sensitive indicators” and “detailed evidence based scientific research into skill mix 
and staffing levels” (10201). He drew attention to current evidence, that “regardless of the 
staffing numbers, that when you dilute the skill mix, there is an increase in adverse outcomes 
that can be attributed to nursing care” (10201).  
When questioned by this researcher about the ANMF’s publication of articles stating 
that nurses are burdened by high workload pressure, such as the 2013 article titled 
“Workloads make nurses and midwives walk”, the ANMF representative acknowledged that: 
there’s insufficient staffing levels … [however,] as to whether or not that, 
that gap ought to be filled by a nurse or a [NA], I just don’t think that we 
have the research to support that a [NA] is going to have a positive impact on 
that (10201).  
The ANMF representative emphasised that stronger research into the impact of the NA role 
would “determine the future of the role and if it is being introduced for economic reasons 
then I obviously have concerns that it’s being done for ‘nefarious purposes’” (10201). The 
“nefarious purposes” [sic] intimated by participant 10201 relate to the substitution of 
unregulated lower trained staff in place of nurses (RN/ENs), and the erosion of the current 
one to four nurse–patient ratio.  
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The claim that there was a “hidden agenda” in regards to the introduction of the NA 
role was raised by the DoH representative when discussing barriers to the implementation of 
the NA role in the acute hospital setting. She acknowledged that this was a “new model of 
workforce for the Victorian setting, with any change or new model there’s uncertainty and a 
degree of fear to change or resistance to change” (10202). The DoH representative then went 
on to state that this fear: 
Was accentuated by the industrial interest groups in the area not being 
supportive of the idea [introduction of the NA], and having some concerns 
about what possibly the long-term agenda might be in terms of introducing 
this new workforce (10202).  
Further, she clarified that there “was no long-term agenda it was about trying to reduce the 
load on nurses and enable them to have a more satisfying work life so that they could more 
effectively use their skills” (10202). Despite this reassurance, there was a culture of fear and 
suspicion among the nursing union faction and their followers that the introduction of the NA 
role was the “thin edge of the wedge” (40222). The introduction of NAs would lead to the 
substitution of RNs for lesser trained staff and the erosion of the nurse–patient ratio.  
A review of the information of this case revealed that there was a culture of fear when 
the NA position was first introduced into the acute ward setting. One nurse participant 
confirmed that: 
There was a fear that they [NAs] were going to take over our role… and 
that nurse would lose their jobs and that a lower paid person was going to 
come in and take over that role (40206).  
A senior manager described the ward environment at the time of the pilot program as an: 
Adversarial environment … the union very vocally tried to say that this role 
was a terrible thing and so they [NAs] were in that environment and 
hearing that the whole time … the ANMF called a state wide stop work 
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meeting on us and sent lots and lots of buses to for our nurses to get on to 
go to the meeting and only a handful got on (20906).  
The nurse leaders indicated that the fear of the implications of the introduction of the NA 
position had waned among ward staff; however, a review of the data collected to inform this 
case revealed evidence that there is still uncertainty about the future of the NA role and the 
future of the RN role.  
At the time of this case study, the NA role was an unregulated or unlicensed position 
in the nursing workforce. The DoH representative stressed that: 
The word unlicensed suggests that they may be unqualified or sounds like 
there is some risk associated with them. These people are qualified to 
undertake the tasks that they do … [NA] are part of a nursing team and 
encouraging a team work approach to the care of patients has been shown 
to be more effective, reduce risks and more satisfying (10202).  
An internal hospital report written by nurse leaders in 2011 examining the governance and 
standards of the NA role, indicated that there was no intention for the position to be regulated 
at the time of this case study ([HOD], 2011d). There was an ambivalent attitude to the 
regulation of the NA role among the participants of this study who discussed this issue.  
The ANMF argued for the regulation of the NA position (however titled), to protect 
the public and to provide consistency within the role and practice of the role, accountability 
and minimum standards in education, competencies and knowledge for the NA position 
(ANMF, 2005/2018). The ANMF proposed that the NMBA should regulate the NA role by 
establishing “rigorous and transparent standards and codes of ethics and practice” to maintain 
patient safety, rather than the practice of “individual contracts of employment between 
employers and assistants in nursing for protection” (ANMF, 2005/2018, p. 1). The ANMF 
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accepted the NAs (however titled) as members at the time of this case study. The ANMF 
representative clarified that: 
We’re not opposed to the role and we support them industrially and in 
whatever ways we can... our concern is that [NAs] will get taken advantage 
of by circumstance or by individuals and end up having to do work that 
they’re not skilled or probably compensated or educated to do (10201).  
In a joint position statement, the Royal College of Nursing Australia (RCNA) and the ANMF 
(2008, p. 4) stressed the importance of patients’ and their families’: 
[r]ight to know the name, designation, qualifications and role of the worker 
who is involved in their care, and, who is supervising them and access to 
information about the skills and expertise of all workers (however titled) 
involved in their care. 
It was revealed in this research that the NA was regularly confused for a nurse by ward staff 
members, and patients and their families. This was due to the NAs wearing the same 
uniform58 as the nurses (RN/EN), their designation displayed in small writing on their name 
tag. The justification provided for the matching uniforms by the senior nursing management 
in an internal report titled “Implementation of Trainee [NA] Staff Satisfaction Survey 
Report” ([IHOD], 2011, p. 1), was that it was important the NA “felt included in the nursing 
care team”. There were mixed views about the NA wearing the same uniform as nurses 
(RN/EN) expressed by participants in this case study.  
The NA pilot program was introduced under the Napthine Liberal Government 
(ANMF Vic, 2013b). Under this government, the ANMF and the nursing workforce was 
provided no assurances that nurse–patient ratios would be maintained into the future, and that 
                                                 
58 The nursing workforce were required to follow a professional dress code internally published on the 
organisation web where only staff had access. Called Professional dress code – Clinical nursing staff 2013. The 
dress code was “to promote a professional image, maximise Infection Control principles and facilitate 
Occupational Health and Safety (OH&S) standards” ([IHOD], 2013b). This dress code gave general guidance to 
the type and colour clothing that was to be worn by nursing staff when working in the clinical setting.  
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the NA position would not be included in the ratios (ANMF Vic, 2013a). The DoH 
representative responded to this issue by saying: 
I’m not convinced we‘ll keep the one to four ratio into the future because 
there’s no science behind that really so I we’ll probably have another model 
for allocation … we’ll end up with health care teams who might be a 
mixture of you know a couple of [NAs], enrolled nurses, registered nurses 
so we might not have this one to four one to five notion … we’ll have 
nursing teams caring for you know x number of patients together as a team 
rather than the kind of model where we have allocation now (10202).  
Subsequent to the conduct of the interviews for this case study, there was a change in 
government in Victoria. The Andrews Labor Government made a “commitment to enshrine 
nurse/midwife: patient ratios into law if elected into government” (ANMF Vic, 2014). The 
Safe Patient Care (Nurse to Patient and Midwife to Patient Ratios) Bill (2015) was passed 
and on 23 December 2015 and nurse/midwife–patient ratios became law in Victoria (Gilbert, 
2016; Victoria State Government, 2018).  
6.7 Implementation of a new role: Introducing the NA into the acute hospital 
setting 
A positive evaluation of the implementation of the NA into the acute hospital setting 
was expressed by senior nurse leaders. Key factors described by the hospital organisation as 
having contributed to the successful integration of the NA position were support, education 
and an effective steering committee (the expanded description of these key factors is 
provided in Appendix O). The BSBC evaluation59 of the NA pilot program concurred with 
the internal hospital organisation’s evaluation of the implementation of the NA program. 
                                                 
59 The BSBC evaluation report, conducted by PriceWaterhouse Coopers, on behalf of the Department of Health 
Victoria (PwC, 2011). 
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Strong executive support and leadership, a comprehensive communication strategy, training 
and education, and systems and processes that were guided by a project officer and a steering 
committee were linked, in the BSBC evaluation report, to the perceived effectiveness of the 
NA position in the acute hospital setting. The implementation of the NA position was 
overseen by a steering committee and supported by a project officer. 
The steering committee consisted of key management and education personnel. This 
steering committee: 
Met at regular intervals to ensure that the purpose of the role wasn’t lost 
and was continued in practice, but also any teething problems or 
misunderstandings that came out of the role could be discussed openly as a 
prophylactic type of context rather than reactive (20901). 
A project manager was involved in the oversight of the implementation of the NA position. 
The project manager “oversaw the project and so was responsible for establishing the role 
into the health service, so that included everything from development of policy to … 
educational programs consultation with the nursing teams” (20906). In addition, the hospital 
organisation “implemented a clinical support nurse role which was dedicated to the [NA] 
role” (20906). This support role “was actually even more important than we even first had 
thought it would be” (20906).  
The clinical support nurse role “was there to provide support and assistance and direct 
supervision to the [NAs] and help them achieve their competencies as part of their 
traineeship” (20906). The support nurse also played an important role in the integration of the 
NA into the nursing team and nursing culture. Support for the NAs was important, as “health 
care environments are stressful to work in and they’re unusual places to work in and you’re 
confronted with lots of things that you don’t normally get confronted with out in normal 
society” (20906). Further, as noted in Section 6.6, the hospital ward environment was “very 
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adversarial” (20906) at the time of the NA introduction. Thus, the clinical support nurse role 
“became very important in supporting that group of staff [NAs] but also the role was 
incredibly important in supporting the registered nurses as well” (20906).  
The NA role was new to the Victorian acute hospital setting, and nurses “needed to 
change their practice and the way they work to actually take advantage of the role” (20906). 
The clinical support nurse provided nurses with support for the appropriate delegation and 
supervision of the NA in their daily practice. The close interaction that the clinical support 
nurse had with nurses (RN/EN) on the wards, and with the NA group, enabled her to identify 
any issues arising “very early, feeding it back to the steering committee rapidly … getting on 
top of it very soon, so that role was absolutely pivotal” (20906). At the end of their 
traineeship support for the NA group was handed over to the wards where they worked. Due 
to this, part of the clinical support nurses role “was creating independence and … making 
sure they [NAs] were part of the ward they weren’t something special or something a side … 
they use wards resources and education” (20906). 
The effective integration of the NA into the ward environment and nursing team was 
an integral part of the NA model. It was argued that continued support for the NA position 
past their traineeship would impair this integration process and the NAs would become 
“different and special” (20906) with a long-term “negative impact” (20906). NAs continued 
to turn to the clinical support nurse past the completion of their traineeship, rather than solely 
relying on ward resources. Despite the identified, pivotal nature of the clinical support nurse 
role, the value of allocating resources to the central support of the NA role beyond the 
implementation of the NA position was also questioned by nurse leaders.  
At the time of writing up this case study (2017), the clinical support nurse role had 
been decommissioned due to funding and questions of the perceived necessity of the position, 
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“because the role isn’t new anymore we’re not sure that we need a particular person to 
facilitate their progress” (20901). Assessment and coordination of the NA traineeship was to 
be passed to the nursing educators on each ward. In this case study, it was revealed that 
further clarity was required regarding the level of support nurse educators were to provide 
NA during training and after completion of training (see Section 9.4.2). Further clarity about 
the education of nursing staff about the NA position and their responsibilities was also 
required. The BSBC evaluation stated: 
The importance of communication with future new staff, who may not be 
aware of the role of the [NA], was also raised as a key consideration to 
ensure that they understood the role and the duties performed by [NAs] 
(PwC, 2011, p. 43).  
In contradiction to the assertion that the NA no longer needed a support person, one nurse 
leader argued that “you need someone to coordinate the program … the amount of paperwork 
that is involved just in running the course is quite significant and you have to go through and 
assess them all” (20904). A review of the data collected confirmed the importance of 
appropriate support for the NA and nurses (RN/EN) during the implementation of the NA 
model and integration of the position into the acute hospital setting.  
Six years after the implementation of the NA role at the hospital organisation and one 
year after data collection for this case study, the DoH released an implementation guide for 
the NA position into the acute hospital setting (DHHS Vic, 2015). This document was aimed 
at health services intending to implement the NA role into their hospital setting. It discussed: 
 the description of the NA position  
 assessing the need for the NA position  
 governance issues  
147 
 
 guiding principles of change60  
 communication strategies  
 supervision and delegation strategies  
 role clarity  
 recruitment  
 education and training  
 the evaluation of the NA program in the acute hospital setting.  
This document was released after the implementation of this the NA position into other health 
services in Victoria. 
6.8 Part of the nursing team: Structures of supervision and workload allocation 
for the NA role  
The NA role was introduced with the intention that it would form “part of our nursing 
team and part of our nursing culture” (20906). As part of the nursing team, the NA “report to 
the nurse unit manager however in day-to-day work they’re obviously responsible and 
accountable to any registered nurse who can delegate them [the NA] activities” (20906). 
Beyond the individual ward supervision and management structures, the NA had “the same 
direct line as the nursing staff” (20904) for reporting purposes. Figure 6.1 displays the lines 
of reporting at the hospital organisation, as described by the nurse leader participants. 
                                                 
60“The Victorian Quality Council has identified the following guiding principles for implementing change:  
 Have a plan for the project implementation but be prepared to adapt it if the outcomes at different 
stages show this to be necessary.  
 Executive (or senior) support is essential for the success of a project, but recognise that change will 
come from the bottom up.  
 Set objectives and congratulate the team when each objective is achieved, but remember that 
improvement is an ongoing process. 
 Recognise that a plan for introducing change and monitoring the effects of the change is important, but 
gaining people’s commitment is vital to the project’s success” (DHHS Vic, 2015, p. 7).  
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Figure 6. 1 Lines of reporting within the hospital organisation 
The NA were able to access ward educators “who may be able to speak on their 
behalf” (20904), or the Human Relations Department, if they had difficulties communicating 
with or reaching a satisfactory outcome with their NUM. As part of the structures for 
supervision of the NA, the DoH representative suggested that the NA would “be performance 
monitored and managed in the way that every staff member is” (10202), to ensure that they 
are “qualified and understand what they’re doing” (10202).  
It was strongly emphasised by members of the nurse leadership that the NA “can’t 
practice autonomously and they’re always under the supervision and delegation of a 
registered nurse, their activities for the day are identified for them” (20907). The distinction 
between nursing and NA workload allocation was clearly identified as: “[NAs] are not 
allocated ever to a patient they’re allocated to a task and nurses are never allocated to a task 
they’re allocated to a patient” (20304).  
NA
RN/ EN delegating 
the activity  
RN in Charge of Shift
ANUM
NUM
Clinical Specialty 
Unit Director
Nursing Executive 
Director
Human 
Resources  
Ward Nursing 
Educators  
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Evidence produced from the 2009 NA pilot program at the hospital under study 
determined “that the allocation of work [for the NA] needed to have a defined model” 
(20906). This was to ensure the NAs “were helping out the areas of most need on the ward … 
the [NAs] had variety of work … to make sure the [NAs] weren’t completely run of their feet 
by ten nurses barking orders at them” (20906). To enable this:  
Either the nurse in charge of the ward or a team leader needed to be the 
people who were actually delegating responsibilities to the [NAs] because 
they had broader oversight as to the activities of the ward, they knew which 
nurses were busier than others. That way it sorted out needy from greedy 
(20906).  
 
The model of NA workload allocation varied between wards, depending on the specific needs 
of the individual wards and the models of care they employed, such as team nursing or 
patient allocation nursing, as previously described.  
It was noted in the BSBC evaluation of the NA pilot program, that “as the [NA] 
gained more experience in their role and progressed through the traineeship the assignment 
and reporting processes evolved” (PwC, 2011, p. 40). Contrary to the assertion that the NA’s 
“activities for the day are identified for them” (20907) by the organisation, it was “reported 
that some [NA] were able to independently manage their own day” (PwC, 2011, p. 40). This 
finding was verified in the findings of this case when participants from each stakeholder 
group discussed autonomy in the NA role. The BSBC evaluation report further stated, “that 
all nursing staff are cognisant of the ongoing requirement for appropriate supervision for 
[NA] including any new nursing staff that may join the team” (PwC, 2011, p. 40). This was 
not found in this case, which will be discussed in the subsequent results chapters. 
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At the time of data collection for this case study, NA were restricted to working 
Monday to Friday, day and evening shifts, as determined by the ward. This scheduling 
structure was criticised by many participants in this case study, due to the reasoning that 
nursing care is required 24 hours a day, 7 days a week, and the acuity and the needs of the 
patients does not decrease on the weekend. The justification provided for the NAs only 
working week days by a senior manager was that “we wanted them [nurses (RN/EN)] to 
remember what life was like pre [NA]” (20906). The nurse leaders recalled that some wards 
trialled different scheduling patterns for the NAs; however, in most situations the NA 
returned to the morning shift as it was perceived they could provide the most assistance 
during this shift. In addition to scheduling issues, the leadership group also acknowledged 
that “there’s currently no backfill, there’s no replacements” (21110) for the NA position, in 
terms of training and leave. They recognised the potential benefits of the introduction of a 
pool of NAs, which could be accessed when NAs are on leave or absent from a shift.  
6.9 Nursing and patient care 
The hospital organisation, promoted the enhancement of the nurses (RN/EN) scope of 
practice in an internal report, “Nursing Framework for Enhanced Scope of Practice”: 
To ensure that nursing care is dynamic and flexible and providing 
appropriate care for health consumers … as health care is rapidly changing 
and new skills and knowledge is required to be incorporated into clinical 
practice ([IHOD], 2013a, p. 1). 
From as early as 2008, an internal feasibility study promoted an evolution of the nurses’ 
scope of practice in the hospital organisation with the following rationale given:  
A focus on building an environment with a sustainable culture that will 
enable practice to evolve. As nurses take on new and enhanced skills, 
elements of their current roles task-shifted to other staff to ensure that the 
work remains achievable and of a high quality ([IHOD], 2008, p. 8).  
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The NA role was introduced into the acute ward setting, with the intention of enabling 
nursing staff to attend to duties which required advanced skills and knowledge, while the NA 
attended to the basic care needs of the patient. This was not conclusively demonstrated in this 
case study, with many nursing staff stating that rather than the NA allowing them to attend to 
more complicated duties, it merely allowed them to achieve their workload for the day.  
The introduction of a lower trained worker was a point of contention among many of 
the nursing participants in this case study, with the question of why the hospital didn’t 
employ another nurse at the same cost as two NAs raised. In response to this question, the 
DoH representative argued that: 
They do different things an extra nurse on a ward would be of limited 
benefit really … it wouldn’t actually take the load off the nurses who are 
currently there in nearly the same way as having a couple of bodies who 
could just help them with the getting someone in and out of bed … not 
having to pull someone from another room (10202).  
The DoH representative promoted the importance of matching the task to the skill level of a 
person. This was to limit “using the really expensive university educated person to attend to 
low skill level tasks” (10202) and was supported by senior nurse leaders in this case study. 
The NA role, in a supernumerary capacity, was perceived to have value in both a patient 
allocation and a team nursing model of nursing care.  
The time and work pressures of nurses resulted in the nurses reporting they were 
having less one-on-one time with the patients, and that basic care tasks were commonly 
missed. The outcome was that nurses’ “often feel a bit less satisfied with the quality of care 
they were providing” (10202). This case study confirmed the perceived workload pressures 
the nurses experienced in the acute hospital setting. The NAs were not allocated a patient 
load, but rather performed tasks where needed. Due to this, they were able to spend more 
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time with the patient without the time pressures often experienced by nurses. The NAs were 
given the opportunity to focus on the provision of basic care to the patient, as well as 
supporting the patient in different ways taking a long-term patient out into the sun on a lovely 
day or escorting patients to the hospital chapel.  
Patient conditions and care requirements varied between wards, dependent on the 
speciality area and acuity of patients on the ward. In this study patient groups were referred to 
by their acuity levels (the intensity and complexity of nursing care required for a patient), or 
the level of nursing care they required to attend to basic care elements such as “full nursing 
care” (patients that require one to two nurses to attend to their basic care needs and transfer 
patients). The reflections of participants revealed that NAs who had an increased exposure to 
full nursing care patients on a ward commonly were perceived to have a heavier workload 
than those who had more exposure to ambulant and self-caring patients (see Section 7.2.3). It 
was also revealed that the patient load on some wards fluctuated during shifts, due to the 
dynamics of the ward environment and the instability of patient conditions (also see Section 
7.2.3). NAs were limited in the care that they could provide to patients with high levels of 
acuity, due to the restrictions of their position boundaries.  
6.10 Education and training 
NAs participated in a 12 month traineeship program to achieve the education 
qualification of an Australian Qualifications Framework level III, titled Certificate III Health 
Services Assistance ([IHOD], 2011a). This program was run by the hospital organisation, in 
conjunction with a registered training organisation. Figure 6.2 displays an overview of the 
traineeship program for the NA. The Certificate III traineeship model was to ensure the NA 
position “operated safely on the ward and that the educational component of the traineeship 
153 
 
aligned with the [organisations] policies and procedures” (PwC, 2011, p. 39). Appendix P 
lists the subjects that the NAs were taught at the time of this case study.  
The appropriate education and training of the NA was important to their 
implementation in the acute hospital setting. It was reported that:  
The initial training and clinical placement provided them [the NA] with the 
confidence required to commence work on the designated wards. Overall 
the classroom component of the traineeship was considered to be well 
delivered and gave the [NAs] a sound knowledge base (PwC, 2011, p. 39).  
Despite the value of the knowledge gained from the training program the BSBC evaluation of 
the program reported that NA believed the traineeship was “lengthy in duration, particularly 
as the wage was thought to be low” (PwC, 2011, p. 39). This was agreed by the NAs who 
participated in this case study. They further expanded, stating that the course was repetitive 
and that key learning occurred in the clinical setting.  
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([IHOD], 2011a; PwC, 2011).  
Figure 6. 2 NA traineeship program overview 
At the time of the study, there were no formal ongoing education programs for the 
NA. NAs were invited to participate in nursing in-services;61 however, these education 
sessions were commonly not appropriate for those in the NA role, as they were aimed at the 
RN and EN education level. There was no defined career progression for the NA role at the 
time of this case study. NAs who wished to expand their scope of practice were encouraged 
to pursue further study, at either the Diploma of Nursing or Bachelor of Nursing level 
                                                 
61 In-services are education sessions help for nursing staff during double staffing time in the hospital 
organisation in this case.  
Commencement of the NA 
Traineeship with a three week 
intensive induction at TAFE
One week placement at a 
residential facility
Introduction into the ward 
environment and commence NA 
role in the acute hospital setting 
NA attended TAFE one day a 
week for a period of 18-20 
weeks dependent on the intake 
cohort that the NAs belonged to 
Traineeship completed after 12 
months to gain a Certificate III 
Health Services Assistance 
qualification  
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([IHOD], 2011d). Participants confirmed there were multiple NAs who pursued further 
training in nursing (numbers not provided). The progression of NAs into nursing careers was 
deemed as a “really positive outcome” (10202) by nurse leaders. They emphasised that the 
NA position “accesses a part of the workforce pool that probably previously wouldn’t have 
come into health and we need them” (10202).  
It was the position of the senior managers in the organisation and the government 
representative that the NA position should be filled by a consistent, dedicated workforce, 
avoiding the transitory nature of employing a student model. Nursing leaders identified the 
importance of the NA becoming a member of the nursing team and promoting “consistency 
in the ward and not having people coming and going and getting confused about whether 
they’re a [NA] or a student extra” (20905). Further to this: 
If your [NA] workforce is made up only of students they’re not available 
for various blocks …The rostering becomes diabolical and people who are 
coming and going quickly just don’t become part of that day-to-day regular 
part of the team (10202).  
The DoH representative acknowledged that a blended model of NA and nursing student NAs 
would eventuate as NAs went on to pursue nursing training; however, felt it was essential to 
have a base team of NAs to provide consistency and build a sense of team. In this case study, 
the NA position was found to be transitory in nature, with participants reporting NA’s leaving 
the position or pursuing nursing careers. A blended model of NA and nursing student NAs 
had eventuated, as reported by managers who recalled that NAs employed by the organisation 
went on to pursue a nursing career with the associated education requirements.  
It was argued by the ANMF that the NA role should be filled by undergraduate 
nursing students, as “they would have a much greater exposure to the culture, the hierarchy, 
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the work environment and consolidating their learning” (10201). The ANMF representative 
explained that: 
One of the criticisms of the current undergraduate or nurses in their graduate 
year is that “they’re not work ready” … nursing culture is quite stoic and 
patient centred and it’s not something that university students get a great deal 
of exposure to during their undergraduate training (10201). 
He reasoned that “they’re [the hospital organisation] not getting what they stated they 
wanted, which was an ongoing person who would grow into the role, they’re continually 
having to replace them [NAs] and train new ones” (10201); therefore, nursing students should 
be entitled to the benefits of working in the NA role. In response to the identified barriers for 
nursing students performing the NA role, the ANMF representative argued, that universities 
and registered training organisations would be required to adapt the delivery of nursing 
education, to provide a more “flexible delivery model” (10201). The concept of nursing 
students performing the NA role in the acute hospital setting was supported by participants 
from different stakeholder groups.  
An effective communication strategy, staff engagement and understanding, and 
transparency in the introduction processes were linked by senior nurse leaders to the 
perceived success of the implementation of the NA position in the hospital organisation. As 
part of the implementation process of the NA position, “a comprehensive ward based 
education program” was delivered to staff, with a “focus on the role of the [NA] within the 
nursing team/interdisciplinary team, scope of practice, supervision and delegation” ([IHOD], 
2009a, p. 2). Nurse leaders identified “that there was a need to invest in supervision, 
delegation training for registered nurses to make sure that they knew what their 
responsibilities were and how to do it” (10202). It was reported that as part of the 
introduction program, education opportunities were offered to the interdisciplinary team, 
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however, the uptake of this was deemed to be poor by nurse leaders. Beyond the initial 
introduction education of the NA position, it was reported by participants that no further 
education or refresher education had been provided to nurses (RN/EN), at an organisation 
level, about the role of the NA and the role of the nurse when working with the NA. There 
was also no formal education packages, regarding the NA role for new staff (all nurses 
RN/EN) of varying experience levels employed after the implementation of the NA position) 
at the time of this case study. Individual ward nurse educators, who placed a high level of 
importance on the education of nurses (RN/EN) about the NA role, developed education 
packages for new and existing staff, on the wards they were responsible for.    
6.11 Sustainability and future of the NA position in the acute setting 
The sustainability and future of the NA role will be dependent on multiple factors. 
The increasing demands and costs of healthcare provision, as well as the predicated shortfall 
of RNs in the future, indicates the need for a “workforce that’s going to be able to support the 
care delivery into the future” (20907). It was proposed by the DoH representative that 
through “a more productive use of our nursing workforce it’s a way of supporting the 
financial sustainability of the health system” (10202). The ongoing maintenance and 
development of the nursing workforce will require an understanding of “work practices and 
work flows … having the right people doing the right jobs … having people focusing in on 
the things that actually add value and add difference to the patient’s outcome” (20906). The 
DoH representative predicted that the NA role “will become a part of contemporary nursing 
practice … that [NAs] are part of a nursing team and that they’re in every acute ward” 
(10202). 
At the time of data collection for this case study, nurse leaders identified that the main 
issue affecting the sustainability of the NA role into the future was a supply and demand 
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issue. It was predicted that the growth of the NA role in its current model, into other health 
services across Victoria, would have a positive impact on the sustainability of the position. 
This was due to the training affordability and availability for the position as “VET 
(Vocational Education and Training) providers aren’t interested in two or three in a cohort 
it’s not financially viable for them” (20905). Through the successful introduction of the NA 
role into other health services, there would be a “bigger pool where we can train people up 
with a VET provider” (20905). In addition to the education of the NA, the funding of the NA 
role was also identified by nurse leaders as an important issue to the sustainability of the 
current NA model.  
The PwC (2011, p. 47) BSBC evaluation report identified, that “the workforce model 
was not cost neutral and it was difficult to measure the cost benefits of the [NAs]”. Further, 
despite the intangible benefits of the NA role, “there would be an ongoing cost associated 
with the new workforce model if it was to sit above the nursing ratios” (PwC, 2011, p. 47). 
To maintain adequate funding for the NA role, one senior manager, identified that the NA 
role would have to be built into the ward profile, which was described as the percentages of 
each tier of nurse required for a ward. As a result of this the “expectations of your division 
one nurse [sic] [RN] probably needs to be changed … their leadership function is probably 
going to have to change” (20907). In other words, the skill mix would be diluted by lower 
trained workers, with the RN taking on a supervisory role. 
It was predicted that as the NA role becomes “part of a contemporary nursing team” 
(10202), the undergraduate nursing practice curriculum would be required to evolve, to 
further “prepare nurses to take on those leadership roles immediately” (20907), as there 
would be the expectation of the “graduate nurse to be working with [NAs] in a supervisory 
capacity … so that there’s no room for error” (20907). It was identified by the DoH 
representative that as the position rolls out across the state and into acute and subacute wards, 
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“there may need to be slightly different models … the [NA] in nursing role will be similar, 
just how they’re used may be slightly different to ensure that they are financial sustainable” 
(10202). Concern was expressed by many participants that the NA role would expand, and 
that similar to the nurses aid role, which transformed into the EN, over time, the NA would 
upskill, and eventually be included in the nurse–patient ratios. Thus, “you’re going to lose the 
benefits to the patient and what we really actually bought them in for, which was to improve 
patient care” (20904).   
Senior management and the DoH representative, indicated that the NA role was a 
positive addition to the nursing team, and there was a commitment to continue the role into 
the future. It was reported in the PwC (2011) BSBC evaluation that nursing satisfaction had 
increased, and patient complaints had decreased since the implementation of the NA role. 
The reduction in patient complaints was aligned to “a better relationship and engagement 
between the nursing team and the patients and families, because there wasn’t this kind of 
you’re not doing your job properly element coming from patients and family”, as the 
attendance to the hygiene and the activities of daily living (ADL) for patients was linked to 
“how they [patients and families] judge the quality of the nursing care” (20906). This was 
supported in this case study. It was reported that “workforce satisfaction in the longer term 
will translate into greater retention, increased productivity and lower recruitment costs” 
(PwC, 2011, p. 49). The PwC (2011) BSBC evaluation reported significant increases in 
nursing workforce satisfaction after the introduction of the NA position. Participants in this 
case identified that the NA was a valued member of the nursing team in most wards; 
however, there remained concerns about the future direction of the NA role and its 
implications for nursing practice.  
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6.12 Summary 
This chapter has provided a detailed description of the context of this case, integrating 
documentary evidence and participant reflections within the text. The development, 
implementation, policy, role and function, support and resistance, nursing and patient care, 
education and training, and sustainability of the NA position in the research setting were 
discussed. In Chapter 7, attention is turned to the results of the case from the NA perspective. 
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Chapter 7: NA Results 
“An extra set of eyes, an extra set of hands” (90001) 
7.1 Introduction  
This chapter presents the results of the data analysis of the information provided by 
the NAs from the interview and focus group process. The chapter is broken into the following 
four main sections: the impact of ward cultural values and norms in the acute hospital setting 
on the NA role (see Section 7.2); meeting the NA’s expectations of working in the acute 
hospital setting (see Section 7.3); communication and recognition essential to the NA role in 
the acute hospital setting (see Section 7.4); and motivating the NAs: understanding the NA’s 
motivation and building self-worth within the group (see Section 7.5). The quotes used in this 
chapter are verbatim and therefore may not be grammatically correct. 
7.2 Impact of ward cultural values and norms in the acute hospital setting on the 
NA role 
 
“That would never happen on our ward” (90004) 
 
The culture and norms of the ward in which the NA worked influenced the NA’s 
experiences, level of support and performance of their role. Hospital organisation guidelines 
were accessible to the employees, to guide the NA and those who worked with the NA (see 
Chapter 6). The reflections of the NAs revealed that the interpretation of these guidelines 
varied between different wards, individual nurse leaders, nurses (RN/EN) and NAs. The NAs 
provided varying descriptions of the acceptable behaviours and practices of their role and of 
the nurses (RN/EN) they worked with. Notable differences in the workload, workflow, level 
of support, level of supervision and management of the NA role were also noted in the NA 
reflections. This section discusses the NA working within the ward setting, the importance of 
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a culture of support, the influence of the ward setting on the NA role, becoming an effective 
team member and building working relationships within the culture of the ward. 
7.2.1 Taking the responsibility: Working as a NA within the culture and norms of the 
acute ward 
It was recognised by the NA participants that the NA duty list had been tailored to the 
individual needs of the wards, in which the NA worked (see Section 6.4); therefore, there 
were differences in the tasks that the NA undertook in different ward settings. Additionally, 
the NAs identified further differences in what individual managers, nurses (RN/EN) and NAs 
perceived as acceptable behaviours and practice for a NA working in the acute ward setting, 
such as the level of autonomy and responsibility the NA was given on the ward. The ward 
culture and norms also influenced the level of supervision that was provided to the NA. The 
level of supervision the NA required while working on the ward, was revealed to be a point 
of contention between NAs as demonstrated below:  
Part of our scope is not allowing to toilet patients unless the nurse is on the 
ward. So if they’re off the ward we can’t even attend to them [patients] 
(90006). 
…it’s not enough for them [nurses] just to say “can you shower this person” 
and you can do it, you need to speak up and say “I’ll do it for you but once 
you’ve come back from your break because I need you to be on the ward”… 
Well it comes back to what we were saying before as in the nurse having to be 
on the ward while we’re doing showers or that kind of thing (90007). 
So that’s on your ward that doesn’t apply on our ward (90004). 
It does on my ward too (90008). 
Your ward works differently to ours because on our ward it doesn’t (90004). 
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Despite the differing interpretations of the NA guidelines, the NAs expressed that they 
understood the importance of practicing within the boundaries of their position description, 
which was commonly referred to as “scope of practice”62 by the participants. 
The NAs recognised that it was their responsibility to practice within the boundaries 
of NA role, and according to the policies of the hospital organisation. They emphasised the 
importance of being “well aware of your environment” (90004) and seeking assistance when 
they did not “feel comfortable” (90001). A NA participant reflected:  
I respect my position here and I don’t want to lose it and I don’t want to put 
any of the patients in harm’s way either … there’s a lot that could be 
jeopardised here so it’s just best not to do it [practice outside scope] (90001).  
The NAs’ reflections on this matter raised further questions in the NA group, as to who was 
accountable in the ward setting. One NA recalled that, if she was “sent to do something and 
something happens, goes wrong and I don’t report it I’m responsible for that because that is 
part of my accountability in that position that I’m working” (90004), while another believed 
that, the nurse (RN/EN) “still has got some responsibility to a degree because they were 
supervising us” (90009).  
7.2.2 Importance of a culture of support 
A review of the information provided by the NA found that the level of support a NA 
perceived they received on a ward influenced their role satisfaction and their performance of 
their role in the acute hospital setting. A supportive ward environment was described by the 
NA group to be one where the nurses (RN/EN) had a higher level of engagement with the 
NA, and there was strong sense of team membership and respect. Environments in which the 
                                                 
62 In this case study, scope of practice was used to describe the boundaries of the duties of the NA, as it was the 
vernacular of the participants; however, as NA are not a profession the duties of the NA would more 
appropriately be referred to as the NA duty list and position description. 
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NA perceived that they were isolated, taken advantage of, undervalued, disrespected and 
were just a means of lightening the nurses’ (RN/EN) workload, were perceived to have low 
levels of support.  
It was noted that NAs who worked in wards with what they perceived as a higher 
level of support, described less workflow63 issues. This was attributed to the NA’s feeling 
that they were empowered to only practice within the boundaries of their position, maintain 
open lines of communication with the nursing team and management, and in most 
circumstances only perform their duties under appropriate levels of supervision by nurses. In 
contrast to this, NAs who felt they had poor support argued that, “we are there to do a job but 
we’re not there to be taken advantage of and quite often that does happen on the ward” 
(90004). One NA shared her experiences of poor support in the ward environment: 
This morning I was ready to go on my break at 10:30 and then one of the 
nurses, and you know who they are, said “can you …” she actually put the 
patient into the toilet knowing she was going on her break and then decided 
“well I’ll just go look for a [NA] to do it”, and I was ready to go on my break. 
So normally sometimes I would be assertive and say “no I’m sorry I’m going 
on my break” which I’ve done in the past. Today I gave in I said, “alright he’s 
already on the toilet I’ll go and do it”. So that becomes quite frustrating 
because you’ve been here since 7:00 and you get a break at 11:00 and I think 
they’re [nurses] just inconsiderate. Like they will make sure they’ve had their 
breaks but they never worry about whether you’ve had your break. So you 
really have to be very assertive as a [NA] (90004). 
                                                 
63 Workflow: In this case study the NA’s workflow consisted of the series of tasks that they undertook to 
complete their workload. Workflow also comprised of the allocation and delegation of these tasks in the acute 
ward setting. 
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The NAs expressed that in many situations they were unable to say “no” to a delegated task, 
for fear of retribution “if I say ‘no’ she can report me” (90008). This was more prominent on 
wards where NAs felt they needed more support from management and nurses (RN/EN).  
7.2.3 Influence of the ward setting and patient care needs on the NA’s workload and 
workflow 
The level of patient acuity and the requirements of patient care on the individual 
wards shaped the NA’s workload and experience of working in the acute hospital setting. 
NAs who worked in wards in which patients had high care needs admitted, “our work load is 
very heavy” (90004). Wards that had high levels of patient acuity (in that the NA did not 
have the skills to attend to the patient) or ambulant and self-caring patients, described a lower 
intensity of workload.64 This was illustrated in the following account of working as a NA in 
the ward setting:  
The ward I’m on isn’t as heavy as other wards … I make beds and help with 
patient care and washes and stuff like that … the other stuff we haven’t been 
doing there because a lot of the nurses do it themselves because it’s not as busy 
(90002). 
The NA’s workload fluctuated, as one NA described: “Sometimes on our ward we don’t have 
a lot to do so it’s just boring all day … or otherwise we’ve got lots of patients to wash and 
we’re getting pulled pillar to post” (90005). Changes in the care requirements of patients and 
turbulence, such as the transferring or discharge of patients, were also associated with 
fluctuations in the NA workload. NAs that worked on wards with heavy65 workloads asserted 
                                                 
64 The direct patient care tasks that NA could attend to was limited on wards with patients of a higher acuity, 
and wards in which patients required less assistance for basic care needs. 
65 For the purpose of this study, a heavy workload describes high workload pressure associated with the number 
and frequency or tasks required by the worker, and patient acuity and level of care needs of the patients they are 
caring for. Heaviness in the NA workload was determined by the level of assistance patients required for basic 
care such as the activities of daily living and hygiene requirements. NAs who worked on wards where many 
patients required assistance for basic care were more likely to have heavier workloads. 
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that, they would “never” (90004) be in a position where they “we’re not busy and we’ve got 
to find things to do” (90005), as had been described by other NAs. There appeared to be no 
link between the “heaviness” of a ward and the NA’s self-perceived value on each ward. 
Those who worked on quieter, more acute wards, attributed the same level of value to their 
role in the nursing team as those who worked on “heavier”66 wards. The NAs workload 
intensity impacted the workflow of the NA. 
The structure and management of the NA’s workflow differed between wards. This 
was influenced by the expectations of management and nurses (RN/EN) related to the NA 
role on individual wards, patient care requirements on a ward, and the individual NAs 
performance of their role. The NA’s workflow consisted of the series of tasks that they 
undertook to complete their workload, and the allocation and delegation of these tasks in the 
ward setting. According to the NA, they had a high level of autonomy within their workflow 
and were rarely allocated specific workloads, as “the nurses in charge and all the other nurses 
just expect me to work it out on my own” (90002). This placed the onus on the NA to 
determine and police their own workload, and in most circumstances the only direction given 
to the NA was being “told who the heaviest patients are” (90002). There were some NAs who 
indicated that “it’s good when they [nurse in charge of the shift] allocate us” (90007), as there 
was a sense within the NA participants that they were responsible for the whole ward. This 
was exemplified in a comments by one NA, who reflected, “the div ones [sic] [RNs] have 
four patients whereas we’ve got to go round to a whole 32” (90004). Autonomy in the 
workflow of the NA role appeared to be consistent across the wards. The NAs reported that 
“after one to two weeks it was just autonomous you were by yourself (90009) or with another 
                                                 
66 Heavier wards for the purpose of this study, describe wards with patients with higher levels of care needs, 
such as patients that need assistance with their activities of daily living, hygiene, ambulation, complex wound 
management, complex medication requirements, complex ventilation requirements, and pressure area care. 
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[NA]” (90008). The NA reflected that once they had completed their training there was an 
assumption by nurses that they could complete their duties with little direction. 
7.2.4 Becoming an effective team member: The place of autonomy and initiative in the 
NA role 
As NAs became more experienced in their role in the acute ward setting, the level of 
autonomy in their workflow and patient care increased. The NAs learnt the busy parts of the 
wards, with some NAs taking the initiative to commence patient care in the morning, while 
nurses (RN/EN) were attending handover “we go off and do the washes while they’re [nurses 
are] handing over … so it’s just us together” (90010). It was unclear how the NA were 
supervised while undertaking tasks during the handover period or if this was deemed 
acceptable practice by nurse leaders. Initiative on some wards was well received, and the 
NAs felt that their contribution was valued, and that they were trusted. However, there were 
other NAs that questioned the use of initiative in their role and related it to inadequate 
supervision “it should be one [NA] and one div one [sic] [RN] not two [NAs] working 
together” (90004).  
The level of initiative and motivation of the NA was individual to each NA. The 
motivation of the NA was determined by their willingness to perform their duties and actively 
participate as a member of the nursing team. The NAs’ level of initiative and motivation were 
influenced by their working environment and the acceptance of autonomy in the ward culture. 
There were NAs who “put in as much as I can offer sometimes a bit more and I enjoy doing 
that” (90001), whereas others were less dedicated to completing their duties with one NA 
joking “I have to try and hide sometimes” (90002). The NAs reflected that a sense of team 
membership and working in a supportive ward environment were important to their 
performance of the NA role.  
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There were no discernible differences between the experiences of NAs who worked 
on wards with patient allocation and team nursing models of care. The idea of teamwork and 
being part of the ward team was a strong ideal discussed by the NAs. The NAs indicated that 
in the ward setting, “we’re a team we work together … senior management down when 
you’re all working together things run smoothly so that’s really important” (90004). The 
following NA quote, provides a positive reflection of teamwork in the acute hospital setting:  
If I was to make beds a lot of the nurses would come up and help me most 
of the time or if I was going to move a patient from one room to another, 
well the nurses come and help me as well, they ask me if I need a hand and 
it’s really good (90002). 
Conversely, there were members of the NA cohort who expressed disillusionment at their 
place in the nursing team. These NAs expressed the belief they were undervalued and at 
times taken advantage of in the ward setting. One NA argued, “we [NAs] were there to help 
not do their [the nurses’] job” (90007). This group of NAs indicated that “you’ve just got to 
be assertive and say I’m sorry I’m quite happy to do one of your patients and help you but 
I’m not happy to do the whole four bay ward” (90004). The sense of team membership felt by 
the NAs was strongly associated with the dynamics of the staff relationships and 
communication between the members of the nursing team in the ward setting.  
7.2.5 Building working relationships within the culture of the ward 
The dynamics of staff working relationships, and communication between the nursing 
team members, influenced the NAs experience of working in the acute ward setting. The 
experiences shared by the NA cohort revealed that NAs who had good working relationships 
with the individual nurses (RN/EN), had a higher level of job satisfaction and motivation, as 
they were more inclined to want to help and participate in patient care. One NA reflected, that 
a NA’s working relationship with the nurses (RN/EN) “just depends on who’s on, which 
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nurses are on, if the nurses want to help you … work as a team … and volunteer to come in 
and help you but you get some that are like ‘I’m busy I’ve got my patients’” (90008). 
Notably, the NA cohort all agreed that there were nurses (RN/EN) on each ward they had 
learnt to “stay away from” (90009). Cliques and friendships between nurses (RN/EN) on the 
wards also impacted the NA’s experience of working on the acute ward. One NA stated that 
she did not feel comfortable going to the nurse educator for guidance as “ours on … [ward 
identity] is not that supportive very much she is cliquey with the manager that can be very 
difficult at times” (90004). This perception of being an outsider contributed to the NA’s sense 
of isolation and lower sense of value as a member of the nursing team.  
The working relationship between the NA and the nurse (RN/EN), was perceived by 
some NAs to be influenced by a NA’s decision to pursue a nursing qualification. There was 
the perception by some NAs that NAs who were undertaking their nursing training were 
given favouritism and more learning opportunities than those who were not undertaking 
further training. This was seen as unfair by those NAs who felt excluded, and they shared 
their disappointment. One NA stated, “because you’re a [NA] and you’re not doing nursing 
[qualification] people assume that you don’t want to learn anymore ... but I do” (90001). This 
sense of exclusion was a barrier to building a sense of team membership in the work 
environment.   
7.3 Meeting the NA’s expectations of working in the acute ward setting  
 
“We’re doing their work and I don’t think that should be happening” (90004) 
 
The gap between the NAs expectations and what actually occurred on the ward 
influenced the NA’s job satisfaction and the effectiveness of the NA role in the acute hospital 
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setting. This section discusses NAs expectations of the NA role and its place in the nursing 
team and the NAs expectations of the nursing team and nursing leadership. 
7.3.1 NA expectations of the NA role and its place in the nursing team 
There was an expectation by the NA cohort that “we were going to work side by side 
with a div one [sic] [RN] so she would be giving us our instructions and our directions and 
she would work with us and we would be part of a team” (90004). However, as indicated by 
one NA “that hasn’t happened … we’re very much left to ourselves” (90004). The reality 
described by this NA was a high level of autonomy in their workflow and patient care duties. 
This lack of team engagement and direction by the nurses (RN/EN), was a source of 
disappointment for the NA group, and in some circumstances led to NAs expressing 
dissatisfaction with the role as “we’re actually left there to do their [nurses’ (RN/EN)] work 
… picking up the slack” (90004). However, there were NAs who were able to move on from 
this initial disappointment, who embraced autonomy in their role, and the trust the nursing 
team placed in them. These NAs generally were from wards in which the NAs felt well 
supported.  
The NA cohort had clear expectations related to the duties that would be delegated and 
performed, and in most circumstances these expectations were met. As part of their role the 
NA performed the role of a CPO (see Section 6.4). The frequency of which the NAs were 
allocated to CPO roles for patients that required specialling went far beyond the NA’s 
expectations. NAs interviewed expressed frustration and disappointment with both the 
regularity and duration of time they had been allocated to be a CPO as “if any patient on our 
ward requires a CPO and a [NA] is on the [NA] has to do it” (90009). Sitting still with a 
single patient did not meet their expectations of working in a dynamic ward environment; for 
example, NA 90001 expressed “I like to be active and I like to be out on the ward physically 
doing stuff”. The role of CPO was described as “draining” (90001), “exhausting” (90001) 
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and made some NAs nervous and anxious “not everyone’s cut out for that” (90005) “sitting 
for hours” (90009). The NAs felt that they were being used as CPOs because they were 
“cheap labour” (90004) and in some cases the NAs perceived being allocated to patients with 
needs beyond their skill level, which is discussed Section 7.4.2. The overuse of the NA as a 
CPO had a poor impact on the NA’s job satisfaction, their motivation to attend work, and 
their moral. As expressed by NA 90009:  
Every single day I came in I was CPOing. If I wanted to do that I would 
have gone out and done the training for it and get paid an extra I think five 
to ten dollars an hour for it (90009). 
Being delegated to the CPO role was more accepted on wards where the duty was rotated, the 
NA felt supported, and there was an effective system for breaks.  
The NA had expectations about working as part of the nursing team (RN/EN). 
Frustration was expressed by the NA’s when a nurse (RN/EN) would attend to a light duty, 
such as bed making, while the NA attended to heavy direct patient care, such as a bed bath. 
This was described by one NA when she said:  
To attend to that patient whether it be in a shower full bed sponge or 
whatever while they go and make a bed, and you think well you’re the one 
with the three years’ experience, why are you making the bed when you 
should be observing their skin and looking at their condition and all these 
other things that we’re left to do (90004). 
Statements by NAs revealed that there was an expectation by the nurses (RN/EN), that the 
NA would attend to a basic level of patient assessment, while they were attending to patient 
care, which was beyond the NA’s level of training. This gap between expectation and 
practice led to some NA’s experiencing dissatisfaction within their role and their place on the 
nursing team, which was further exacerbated by their expectations of nursing supervision not 
being met.  
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NAs who were also nursing students faced role conflict, as they had to separate their 
work as a NA and their clinical learning as a nursing student. One NA confessed that, due to 
her increased level of knowledge and drive to continue her learning, she found the NA role “a 
bit boring because I know so much more but I can’t actually put it into practice here which is 
a bit challenging but it’s something that you’ve just got to learn to deal with” (90003). Some 
NAs expected their role as an NA to be a chance to develop their clinical nursing skills 
actively, seeking out learning opportunities while performing their duties as a NA.   
7.3.2 NA expectations of others: Supervision and communication  
NA expectations of others influenced their role satisfaction, working relationships, the 
quality of communication and the quality of patient care. There was an expectation by the 
NAs that the nurses would fully understand the requirements of supervision and delegation of 
the NA, in practice, due to their level of education and qualifications. One NA, commented 
that the RN should know about supervision, as “they’ve been a university for three years how 
could they not know, seriously!” (90004). The NAs all agreed that they believed that they 
often did not receive the appropriate level of supervision for the tasks that they were 
completing. This may have indicated that either the nurses (RN/EN) or the NA did not 
understand the requirements of supervision for the NA, or there was a need to improve the 
transparency and/or the practice of supervision in the clinical setting. One NA reflected 
“supervise! You’d be surprised at their understanding of supervised” (90008). This gap 
between the NA’s expectations of nursing knowledge and supervision practices, and their 
actual experiences of supervision in the ward setting, lead to tension, anxiety, frustration and 
despondency within the NA cohort. Many of these feelings were associated with the pressure 
that inappropriate supervision and task delegation placed on the NA to perform beyond their 
scope. As exemplified in the excerpt below.  
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Some say “you start and I’ll be with you in five minutes” and then they 
don’t come and you look around the curtain and they’re gone, yet you’re 
stuck with this person [patient] on your own (90010).  
While the nurse [RN/EN] is at the nurses’ [RN/EN] station having a chat 
(90005). 
Despite the evident insufficiencies in the supervision of NAs in the information provided by 
the NA participants, there were some NAs who perceived they were supervised to a 
satisfactory standard by the nurses (RN/EN) on their wards. The NAs did not indicate that 
they were only delegated to and supervised by RNs.  
Individual NAs held different expectations of the level and transparency of 
supervision they received in the ward environment. This was exemplified when NAs from the 
same ward shared differing opinions about the level of supervision they received in the acute 
hospital setting. There were NAs who perceived they were supervised appropriately, as 
“they’re [nurses (RN/EN) are] all really good about the supervision part everyone on the 
ward understands it now” (90002). It was noted that the nursing supervision of the NA may 
be inconspicuous, as “it may be unspoken but I always feel that they are supervising me” 
(90001). In contradiction to this, other NAs perceived that there was a poor level of 
supervision of the NA role, when they said “they [nurses (RN/EN)] kind of just expect if 
you’re there to do it they kind of go ‘well I’ll go on and do something else’” (90003).  
The variations in the NA’s experience and expectation of supervision by nurses 
(RN/EN), in the ward setting, revealed that more education in this area, at all levels, would be 
beneficial. The NAs who participated indicated that new nurses67 (RN/EN) would benefit 
from ‘more education’ about the NA role. As indicated by NA 90007 
                                                 
67 ‘New Nurse’: For the purpose of this case new nurses (RN/EN) were nurses of varying levels of experience 
that had started after the initial roll out of the NA in the acute hospital setting in this case. 
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It’s quite important for them [new staff] to be told what our scope of 
practice is and how we operate alongside of them … because sometimes 
they just don’t know we can’t do something.  
The NAs also recommended that refresher education would be beneficial to ward staff, to 
facilitate an effective working relationship between the NA and the nurses (RN/EN). One NA 
suggesting that “even the nurses [RN/EN] who were there from the start they might forget 
what we do our scope” (90006).  
It was found that additional education about the importance of effective 
communication between health professionals, would be of value to the NA cohort. This was 
due to some NA’s naïve expectation of the documentation, and communication of medical 
and allied health plans/orders for patients. When discussing their expectation of 
communication between nursing, medical staff and allied health personnel, the NAs showed 
both a lack of understanding of the workflow and the inner workings of the hospital ward 
systems. This was apparent in discussions about the role taken when doctors mistook NA for 
nurses (RN/EN). Here the NAs explained in the focus group discussion:  
We’re sometimes thought of as a nurse and a doctor might you know throw 
out a “do such and such for this patient” and you remind them “I’m not the 
nurse” (90007). 
I still take their instructions and pass them on to the nurse because 
everything’s documented anyway. So rather than keep “going I’m a [NA] 
I’m not a nurse or whatever” I just take their instructions now and pass 
them on to the div one [sic] [RN] and the doctor told me he’ll document it 
anyway so there’s no big deal you know that it’s all been done (90004). 
The practice of taking orders from medical staff was not condoned by many of the NAs, with 
most NAs reporting they followed protocol and redirected the medical or allied health staff to 
a nurse (RN/EN). The NA was commonly confused for a nurse (RN/EN).  
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7.4 Communication and recognition essential to the NA role in the acute hospital 
setting 
“It is a matter of being proactive and looking after yourself” (90007) 
 
The information provided by the NAs, indicated the importance of effective 
communication in the NA role in the acute hospital setting.  This section discusses the 
influence of support to NAs communication, skills and confidence in NA communication, 
and the need for NAs to be assertive and communicate their role in the acute hospital setting. 
7.4.1 Influence of a culture of support on NA communication  
Effective communication between the NA and ward management personnel was 
facilitated by a supportive ward environment rather than the individual NA’s level of 
confidence. Strong support networks on a ward promoted an open line of communication 
between the NA and management personnel, with the NAs feeling that their voices were 
heard, and that their issues were attended to. NAs from wards with a supportive culture 
confided that “on our ward we have great support and have never felt the need to go beyond 
the ward … it’s very supportive” (90007). A strong ward team ethos and productive team 
communication, built opportunities for the NA to learn “better ways to improve the way you 
do things” (90001), through “being receptive” and “open” (90001) to supervision and 
feedback from the ward team.  
Conversely, those NAs who perceived they had poor support, but had the confidence 
to approach the management team, felt that their concerns “falls on deaf ears” (90004). NAs 
who felt isolated and unable to have productive communication with nursing leaders and 
nurses (RN/EN) on the ward, championed the need for a mediator in the form of a NA 
support role, to assist NAs to raise concerns, and to reach a mutually resolution to their raised 
concerns. This was reflected upon in the following focus group discussion:  
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It would be good to have one especially if you’ve got problems on the 
ward, someone to mediate with, especially if you don’t necessarily get 
along that well with your NUM (90009). 
…any issues that you have, at least there’s someone that you can talk to, so 
that you and sort of like would help you overcome it, or meet somewhere, 
we’ve got nothing (90008). 
Communication strategies for the NA were important, as those NAs who had the confidence 
to “stand up for themselves” (90004), recounted that they were given “dressing downs” 
(90004), and they were considered “unapproachable” (90004); thus, creating a sense of 
tension and “frustration” (90004) for the NA.  
7.4.2 Having the confidence and skills to effectively communicate in the NA role 
Poor recognition and understanding of the NAs and their role in the nursing team, 
created the necessity for NAs to have the confidence and strength to communicate who they 
were, what duties were they were competent to attend to, and say “no” to inappropriate 
duties. NA 90007 reflected: “we know our job we know what we can and can’t do and it’s up 
to us to speak up” (90007). The NAs had different levels of confidence, interpersonal skills 
and communication strategies, which was apparent when they were asked to attend to a task 
beyond their perceived scope of practice. As demonstrated in the NA focus group discussion:  
Our most common problem is when if we’re feeding patients, nurses just 
come along putting the medications on the table and “can you give this to 
them?” … They do it time and time again and I’ve gotten to the point 
where I don’t say anything I’ll feed them … if they need food to help 
swallow, I’ll leave enough there on the plate and just walk away (90009). 
No, I’ll always speak up even today it happened and they were left there 
and I was told just leave those tablets there and I’m like you know I can’t 
touch them so you can pop them in her mouth and I can give her the drink 
… I always speak up even it’s a matter of we know our scope and it’s a 
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matter of our, you know being in control of our position as well not just 
entrusting that the staff know (90007). 
NAs with lower levels of confidence were often placed in precarious situations and pushed 
beyond the boundaries of their role, creating feelings of anxiety, isolation and 
discouragement. The following focus group discussion provided insight into the dilemmas the 
NAs are often faced and the differing approaches by individual NAs to these situations:  
I even shower trolleyed someone on my own today because the nurse was 
going to come and she never did (90005). 
That’s not allowed and that’s out of our scope then (90006).  
Yeah I know but what do you do? (90005). 
Don’t shower them wait till they come back (90006).  
Go “no” (90008). 
When you’ve been waiting and waiting (90005). 
I’m sorry but somebody has to come (90008). 
 
The inability for the NA to be easily distinguished from nurses (RN/EN) resulted in 
situations in which the NAs were pressured by patients and their families (who lacked 
understanding of the limits of the NA), to go beyond their scope. This pressure and poor 
comprehension of the skill level of the NA, in some circumstances strained the NAs 
relationship with patients. These circumstances caused anxiety as evident in the following 
interview and NA 90008’s reflection: 
If they need oxygen on exertion, we’re not allowed to attend that patient if 
they want to walk to the toilet, we can’t take them … the patients already 
yelled at me because I’m there but not helping him. So it can get a little bit 
awkward ... but the nurses their excuse is I’m doing a DD check I can’t 
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help him to the toilet. So what do you do? So they’re busting to go what do 
you do? You’re stuck there nobody else can help you because they’re all 
busy “oh I’m doing my medication I can’t be interrupted”. So what do you 
do?” (90008). 
Appropriate communication with patients and their families about the limitations of their skill 
level was considered essential by the NA participants, given the amount of time the NA spent 
at the bedside. In addition the NAs expressed concerns that they were ill-equipped to handle 
the emotional needs of the patients they cared for.  
NAs were unprepared for the “emotional side of patients” (90009), especially when 
they were performing the role of a CPO. While they indicated that they had participated in an 
“aggression management training day” (90007), the perception that this was adequate was 
refuted, as argued by one NA participant:  
They [management] say that’s adequate enough, that’s adequate enough for 
someone that’s aggressive, it doesn’t help for someone that’s extremely 
depressed, doesn’t help with anorexic patients, psychotic patients, suicidal 
patients (90009). 
It was acknowledged that NAs were not “allowed to CPO psych patients”; however, the NAs 
believed that “not everyone [was] already assessed sometimes it’s probably border line” 
(90007); thus, placing them in situations where they were exposed to situations beyond their 
training. The NAs expressed that they “don’t know how to communicate” (90009) with 
patients who required emotional support, as they “haven’t had the training to do that” 
(90009), leading to feelings of anxiety for the NA. To compound this issue NAs were also 
commonly confused for nurses (RN/EN), raising the expectation of patients and staff related 
to their communication competency and understanding of issues.  
7.4.3 Mistaken identity: The need for NAs to be assertive and communicate who they 
are and what they do 
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NAs were not easily distinguishable from nurses (RN/EN) on the ward, as “we wear 
the exact same uniform” (90009) as nurses (RN/EN). Due to this, there was regular confusion 
as to the NA’s designation by hospital staff, and patients and their families. A lack of 
“uniformity” (90001) in the title of the NA between the wards was reported by the NAs. This 
lack of clear identification, placed the onus on the NA to inform staff, patients and families 
they were not a nurse and redirect them to the appropriate nurse (RN/EN) as acknowledged to 
by NA 90003, “because a lot of people mistake you for a registered nurse … so having to 
clarify practically every day that you’re not” (90003).  
The poor recognition of the NA’s scope of practice placed pressure on the NAs to be 
“assertive” (90004) as they blended into the frenetic ward environment. It was implied by the 
NAs that when they constantly had to clarify their scope of practice to all, it was tedious and 
due to this, some NAs negated to correct people, and assumed the identity of a nurse 
(RN/EN) in certain situations, as described earlier in this chapter. The NAs, wanted 
something obvious to differentiate them from nurses (RN/EN) “we should have different 
uniforms” (90010); however, when they made such a request, it was refused. The justification 
given to the NAs by management was that: 
The nurses wanted us [NAs] to wear the same uniform as them (90010).  
They didn’t want us to look so different (90007).  
They want us to be part of the team (90008). 
The absence of an easily identifiable uniform for NAs, especially those who perceived they 
had limited support on the ward, had the opposite result, with some NAs feeling isolated “and 
sometimes I feel we don’t matter” (90005). 
The homogenous approach to uniforms for the different tiers of the nursing team 
fuelled a misperception of the experience level of differing team members, as older staff, 
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independent of their qualification level, were turned to as a source of wisdom over younger 
staff with higher qualifications. The burden once again was placed upon the NA to explain to 
patients, families and junior and new nurses (RN/EN) their place within the ward structure. 
This phenomenon was described by one NA when she said:  
Some of the patients don’t care. I’ve actually had patients that see that I’m 
an older woman and they’ve got a young girl [nurse] and you’ll say “well 
that’s the nurse” and they’ll say “alright you’ve already told me she’s a 
nurse but I don’t want her opinion I want yours”, “but I’m the [NA]” “well 
I don’t care I want to know what you think and what you would do”. So 
you could quite often get that with the nurses so young as well. It can be a 
bit difficult because you have to keep referring the patients back to the 
nurses (90004). 
Anecdotally, there was no discernible association between the gender or age of a person and 
their performance of the role of a NA; however, maturity and confidence were perceived as 
key characteristics of an effective NA by the NAs. Maturity was essential for coping with the 
ward environment, workflow management, colleague relationships and patient relationships. 
Maturity and confidence were also important when working with other members of the ward 
team.  
7.5 Motivating the NAs: Understanding the NA’s motivation and building self-
worth within the group 
“It really depends on how much you put in” (90001) 
 
The motivation levels of the NAs to attend to their workload, varied between 
individual NAs. Factors that influenced the motivation of a NA were their expectations of the 
NA role, hospital organisation factors, the culture of the ward in which the NA worked, and 
the NAs individual characteristics, such as interpersonal skills, personality and work ethic. 
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This section discusses hospital organisation factors influencing the motivation of the NAs, 
what motivates the NAs, and the influence of feeling appreciated on the motivation of the 
NAs in the acute hospital setting. 
7.5.1 Hospital organisation factors influencing the motivation of the NA in the acute 
hospital setting 
The motivation of the NA to assist in patient care duties did not appear to be 
influenced by the level of patient acuity and patient care needs. It was identified by the NAs 
that the ward culture and practices of the NA in individual wards differed, with one NA 
stating, “listening to us all talk all our wards are different” (90004). When certain NAs spoke 
about the supportive and positive cultures of the ward, other NAs joked:  
What ward was that? Maybe we should all request to work there (90009). 
No stay where you are (90007). 
The noticeable differences between the ward culture and the experiences of the NAs fuelled 
some NAs’ feelings of frustration that they were locked into the ward in which they worked, 
complaining “if you request a ward change, its refused flat straight out” (90004). NAs who 
were from less supportive wards championed the idea of NAs having “a choice to rotate to 
another ward” (90004), thus providing them with the possibility of moving from a negative to 
more positive work environment in some circumstances. The restrictions placed on NAs 
changing their working environment were vexatious to some NAs, and they felt these 
constraints were inequitable as nurses (RN/EN) were given the chance to change wards; thus, 
building on the sense of isolation and insignificance within the NA cohort.   
There was the perception by the NAs that the hospital organisation thought that the 
NAs, as a group and individuals “don’t matter” and that they were largely “forgotten” 
(90008) and “ignored” (90001). This feeling of insignificance was consolidated when the 
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NAs gained their qualifications, as “once you pass your traineeship, it’s a bit hard, you’re 
kind of left on your own” (90003) … “we’ve got no one” (90009). The NAs expressed 
disappointment that they were not provided the opportunity to develop their skills further 
within the ward setting. NA 90001 reflected, “there’s no money allocated for the [NAs] to do 
further education or in-services, and I think that that’s a real shame”. To “provide a lift” 
(90001) to the NAs, and to show that NAs were “recognised as important staff members” 
(90001) by the hospital, the idea was put forth that the hospital should offer a “sponsorship 
for a [NA] to do their nursing” (90001), for those who displayed exceptional performance. 
This suggestion was proffered as an opportunity for the organisation to show recognition of 
the contribution NAs made to the ward, by offering the NAs “an opportunity to further our 
career rather than just ignore us” (90001). In addition, it was felt that this would demonstrate 
respect for those who fulfil the position, build a sense of self-worth among the NAs, and 
provide an incentive for the NA to produce quality work.  
7.5.2 Understanding the intention of the role: What motivates the NA in the acute 
hospital setting? 
The NA’s understanding and interpretation of the intention of their role in the acute 
ward setting was a strong contributing factor in the motivation level of individual NAs. NAs 
who saw the focus of their role as providing care to patients displayed a high level of 
motivation to assist in patient care. NA 90007 reflected, “it’s more about patient care and 
quality rather than letting the nurses do a bit less work” (90007). NAs who shared this patient 
centred perspective, predominantly came from wards they identified with supportive ward 
environments. They were active members of the nursing team, who believed “you’re going to 
help (90006) you’re going to want to help (90007) you’ve got to get in there and do it, yes it’s 
tiring, you come out and your sweating … but you have to get in there and do it” (90008). 
This group of NAs took pride in their ability to assist the nurse with their workload and the 
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contribution they made to the nursing team. They described making the nurses workload 
“lighter” and easier to “cope with during the day, because, it’s usually a lot busier for them 
[nurses (RN/EN)] especially in the mornings” (90002). Contrary to this, there were NAs who 
placed a negative connotation to “lightening” the nurses’ workload.  
NAs that perceived the intention of their role was to lighten the nurses’ (RN/EN) 
workload, believed that NAs were “left there to do their [nurses’] work” (90004), while the 
“nurses can just take it a little bit easier and put their feet up and relax” (90004). The NAs 
that shared this perspective indirectly and directly voiced feelings of dissatisfaction with their 
position as a NA, and were predominantly from wards they identified with a weak support 
culture for the NA. This sense of exploitation also affected staff relationships and 
interactions. Poor staff working relationships, communication and unmet team member 
expectations were linked to a lower level of motivation of a NA to provide assistance to 
individual nurses (RN/EN), and in some situations a reluctance to help. For instance, NA 
90004 commented, “it sounds terrible but you know who to stay clear of, because they want 
to give you all their work and they don’t do it” (90004). Participant 90002 shared an 
experience in which staff relationships were strained due to individual expectations:  
I had someone, one of the bank nurse wanted me to do everything for them 
and they had one of the easiest bays of patients and I was too busy doing 
everything else and they started getting cranky … she wanted me to shower 
a lady … and she [the patient] didn’t want me to shower her because I’m 
male … I said to her [the bank nurse] I’m not going to shower her because 
she doesn’t want me to and then she told me to just do it and that I should 
just tell the lady that I’m going to not ask because then nothing would get 
done if we asked everything … and then we had a big argument about it 
and then we talked it over with the nurse in charge and … in the end if the 
lady doesn’t want me to do then I can’t do it (90002). 
 184 
 
Working relationships was one of the factors that impacted the NAs perception of the nurse’s 
appreciation of the NA in the acute ward setting.  
7.5.3 Feeling the appreciation: The influence of feeling appreciated on the motivation of 
the NA in the acute hospital setting  
There was an association between the NAs’ perception of the nurses’ (RN/EN) 
appreciation of the NA and the culture of individual wards. Support structures, working 
relationships, workflow, individual expectations and communication within a ward played an 
important role in shaping the NAs opinion of the nurses’ (RN/EN) recognition of the value 
and impact of the NA role in the acute ward setting. The NAs acknowledged that in general 
across the wards “they [nurses (RN/EN)] do appreciate it [the NA position] “that extra pair of 
hands” they call it” (90008). Over time positive ward cultures bred positive associations 
between NAs and nurses (RN/EN), building respect between the members of the nursing 
team. However, for some NAs, the negative experiences of the initial introduction of the NA 
into the acute ward setting remained fresh in their minds, describing the initial work 
environment as “hostile” (90002) and the nurses’ (RN/EN) as “reluctant” (90009), “hesitant” 
(90009) and “withdrawn” (90003) from the NAs. The NA expressed feelings of being 
underappreciated by the nurses (RN/EN), during the initial implementations phase of the NA 
position. Further, the NA expressed that there continued to be underlying tension from some 
nurses (RN/EN), more commonly “older nurses” (90010), who “felt a bit threatened” 
(90006), by the NA position, as these nurses (RN/EN) “thought we [NAs] were there to take 
their job” (90010).  
Despite the feelings of under-appreciation and insignificance expressed by NAs, there 
was agreement that nurses (RN/EN) “do know the difference when there’s no [NAs] on the 
ward” (90008). A culture had developed on the ward where the nurses (RN/EN) relied on the 
NA, and complained when the NA was not on the ward: “there was no one there on one day 
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and supposedly it just collapsed” (90009). The NAs were empowered by the perception that 
nurses (RN/EN) could no longer cope without the NA role in the acute ward setting. One NA 
reflected: “everybody uses me so much if the whole system was abandoned, then nobody 
would cope” (90002). NAs perceived that they “we’re doing the same amount of work as the 
div ones [sic] [RN] but without that extra university degree” (90004) and therefore should be 
reimbursed accordingly. They felt validated by nurses (RN/EN) who agreed “that our [NAs] 
wages are appalling for the amount of work we’re doing” (90004). This claim highlighted a 
lack of comprehension and recognition of the difference between the provision of basic 
patient care, and comprehensive nursing care of a patient, at all levels of the nursing team.  
The NAs interviewed for this study felt appreciated by patients and their families, 
irrespective of the ward in which the NA worked. The NAs agreed that “the positive 
experience is the patients, the patients really appreciate us being there” (90004). They spoke 
with pride about the positive impact they had on the patient experience, as they were able to 
spend time and talk with patients, unlike the nurses (RN/EN) on the ward. The NAs recalled 
that “they [patients] feel as though we listen … we’ve also got the time to spend with them to 
meet their needs which the nurses (RN/EN) don’t have” (90004). The supernumerary status 
of the NA role provided the NAs the unique opportunity to break free from the constraints of 
normal routine care, allowing the NA time to spend time with patients and in some cases 
taking them beyond the confines of the ward environment; thus, enhancing the patient 
experience. These interactions can be seen in the following reflections of the NA participants.   
Sometimes we’ve got patients that have been there a month upwards. On 
the nicer days in the afternoon we put them in a wheelchair take them 
outside and sit with them in the sun (90009).  
A lady was in hospital with us and she her sister had passed away and she 
was black and blue. She’d had a big surgery and she couldn’t attend the 
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funeral and she was very upset. I had time to take her down to the chapel at 
the time the funeral would have been and sit with her as long as she needed 
and then come back and continue on (90007). 
The NAs perceived that the patients valued and enjoyed the extra care and attention the NA 
was able to afford them, thus, giving the NAs satisfaction and motivation in their role in the 
acute hospital setting. The NAs believed that the NA role was a valuable member of the 
nursing team, and that “it’s a really difficult job role, it’s a really exhausting job role you’ll 
burn out really easy” (90004). 
7.6 Summary 
This chapter detailed the results of the NA embedded unit of analysis of this case 
study. It was presented in four sections outlining the impact of ward cultural values and 
norms on the NA role, the impact of the NA expectations of the NA role, the importance of 
communication and recognition to the NA role, and the factors influencing the motivation 
and work performance of the NA role, in the acute hospital setting. 
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Chapter 8: Nursing Results 
8.1 Introduction  
This chapter presents the results of the nurses embedded unit of analysis of this case. The 
chapter is broken into four main sections: the impact of ward cultural values and norms in the 
acute hospital setting on the NA role (see Section 8.2); expectations of working with the NA 
in the acute ward hospital (see Section 8.3); communication and education essential to the 
performance of the NA Role in the acute hospital setting (see Section 8.4); and responding to 
the NA position and recognising the impact of the individual (see Section 8.5). Participant 
role designations are not provided in this chapter, due to the potential identification of 
participants by those close to the case. An exception was made when it was deemed that the 
information did not contain any identifying information or attitudes, and the position of the 
speaker was pertinent to the context of the quotation. The quotes used in this chapter are 
verbatim and therefore may not be grammatically correct. The term “nurses” in this chapter, 
refers to the RN and EN participants in this case study. 
8.2 Impact of ward cultural values and norms in the acute hospital setting on the 
NA role 
“An assistant to nursing not a replacement of nursing” (40230) 
Ward cultural values and norms were influential to the NA role in the acute hospital setting. 
The addition of the NA to the nursing team required nurses to reflect on their practice and 
how the NA could be of value in the acute ward setting. This section discusses the question of 
the best way to assist the nurses in the acute hospital setting, the perceived value of the NA, 
the impact of the NA on nursing practice, working as a team and supervision and delegation 
in the acute hospital setting.  
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8.2.1 Questions of the best way to assist the nurses in the acute hospital setting 
The nurses confirmed that they understood the intention of the NA role was to 
“support” and “assist” the nurse in the basic care of patients. The NAs were “not seen as 
someone just to help with the heavy areas because it’s not perceived that they’re 
responsibility is to take all the heaviness from us they’re to assist us” (40241). The nurses 
reflected that they were being drawn away from the patient bedside by the multifaceted 
clinical demands of their role, such as medication preparation and coordination of patient 
care. This detachment was shown when one nurse described her relief that there was someone 
there to attend to the patients while the nurses were busy completing their duties:  
It’s a very busy time first thing in the morning, so it’s great that they can 
just get on and go to the patient straight away. We’re sort of focused on the 
medication and getting all that sorted and observations and things like that 
and paperwork which all happens at the same time. So one thing that we 
don’t have to worry about is ok are the patients all right because there’s 
someone there actually going to the patients and seeing them (41246). 
 
The nurses recognised that further labour resources were required on the wards to 
meet the increasing demands of patient care in the acute ward setting. The blanket 
introduction of the NA role to all acute wards was criticised by some nurses as an ineffective 
allocation of resources and expenditure of ward funding, as “you can see the need for them 
up on the medical ward and rehab but acute surgical HDU I don’t really feel the need for 
them” (41234). Assessment and consideration of the needs of individual wards in the 
distribution of the NA workforce between wards was promoted by nurses, instead of the 
current one size fits all NA model. Nurses expressed their disappointment at the lack of 
consultation during the NA role development process, and their lack of control in the 
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decision-making processes. These frustrations were demonstrated in the following focus 
group discussion:  
We had no choice to in whether we wanted them [NA] or not (41105). 
We had to take them [NA] (41102). 
They were just given to us (41105). 
…. and there wasn’t any discussion with nurses saying “this is what we feel 
like doing with this to assist you guys”. They just basically said “well these 
two guys are turning up and you can deal with it”, which is the issue 
(41102). 
We all said that we needed more nurses so this was their solution rather 
than giving us a choice on how we could deal with it (41105). 
Frustration was further fuelled as nurses questioned why the NA was being added to the acute 
hospital setting when graduating nurses were not assured jobs, despite the forecasted nursing 
shortages:  
And then you have twelve hundred nurses last year that couldn’t get a 
position (41102). 
Like with got half our grads going on to pool because there’s no positions 
(41105). 
 
8.2.2 Valuing the contribution of the NA in the acute hospital setting 
The value that nurses attributed to the NA role was influenced by their experience of 
working with the NA in different ward environments and with patients with varying nursing 
care needs. Nurses working in busy ward environments and heavy patient loads were more 
likely to embrace the NA role and stated, “we just want more of them [NAs]” (41224). In 
contrast, nurses who worked in ward environments consisting of high acuity patients, or 
conversely ambulant and self-caring patients, questioned the value of the NA role in those 
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settings. One nurse identified “sometimes I feel like there’s not enough for them to do” 
(41107).  
Rostering and duty allocation further influenced the nurses’ perception of the value of 
the NA role. Perceived inefficiencies in rostering, such as two NAs on the same shift on a 
quiet ward where there was no coverage on other shifts, was identified by some nurses as a 
“waste of resources” (41237). Nurses in general, identified that they placed higher value on 
an additional nursing staff member. They questioned why another nurse was not employed to 
assist in meeting patient demands rather than a NA, as described in the following focus group 
discussion.  
Why not have someone that can do the oxygen and can do the drugs and do 
the dressings and do everything? (41103)  
Why get two people that do a quarter of the job? (41105).  
It doesn’t seem cost effective (41103).  
 
The NA role was recognised by nursing staff as a being “part of the nursing team” 
(40290). Nurses admitted that “we’ve come to rely on them [NAs]” (41241). One nurse 
identified “I don’t think we’d cope without having a [NA] around there’s just too much to 
do” (40104). Despite this perceived reliance on the NA, it was noted by some participants, 
that there was a necessity for nurses to “survive without them” (40101), as “you can’t come 
to work and know I’m going to have two [NAs] on today” (40201). This variability in 
availability of the NAs was attributed to the unreliability of some NAs to attend shifts, the 
frequent use of the NA in the CPO role, and the rostering of NAs only on week days, 
predominantly morning shifts. The nurses noticed “the difference from week days and 
weekends” (40214), when the NA was not available to assist them with patient care. 
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Most nurses perceived that the NA role made a positive contribution to the nurses’ 
workload and reduced pressure on the nursing team. When the NA was available to assist the 
nurses on the ward, the nurses agreed that in most situations, “the workload is lighter on the 
nurse” (40215). For example, “when we need to hoist someone there’s someone that’s not a 
nurse that can come and give you a hand” (40215). Nurses recognised that through the 
addition of the NA to the nursing team, “you’re not looking at taking another nurse away 
from her patients to assist you with something that needs more than one” (40215). This 
reduced the pressure on the nurses “trying to help everyone else as well” (40213) while 
attending to their own patients. Despite this, it was noted by some nurses that when working 
with acutely unwell patients or patients with a lot of attachments, that “a lot of the nurses 
prefer to have another nurse as their second person rather than a [NA] in case something 
happens” (40221).  
8.2.3 Impact of the NA on nursing practice in the acute hospital setting 
The perceived impact of the NA role on nursing practice was shaped by the nurse’s 
experiences working with the NAs and the ward environment in which they worked. Nursing 
practice, in this context, relates to the duties and responsibilities a nurse was to attend during 
their shift. It was perceived by the nurses that the NA role “doesn’t really affect what we 
[nurses] do it’s just they are a good help when it’s busy” (41224). Some nurses expressed 
ambivalent attitudes to the impact of the NA role on nursing practice. One identified “a lot of 
the times it’s [having a NA on the ward is] much of a muchness you have to do it yourself 
anyway” (40220). Despite the general value of the NA position being recognised, there was a 
common feeling within this cohort that “it’s just probably better to do it yourself” (41224). 
Building on this, some nurses on quieter wards expressed that “you do forget that they’re 
actually around” (41231); therefore, they were not seeking assistance from the NA and 
questioning the effectiveness of the role on those of wards. 
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Many nurses confirmed the idea that the NA had a positive impact on the nurse’s 
capacity to attend to clinical tasks and increased vigilance in the care they provided. There 
were nurses who disagreed with this view, and identified that the assistance provided by the 
NA was not “a matter of having time to do something else it’s more just actually having time 
to do your job” (41102). Nurses indicated they were “pushed for time constantly” (40320) by 
the demands of patient care. Through the additional support the NA provided on the ward, 
some nurses argued that “it gives us time to be a bit more vigilant … it helps us focus on 
clinical tasks” (41107). Further, the additional resource on the ward—NA’s—“can really 
enhance safety on the ward … because I think we’re all probably guilty of doing an unsafe 
transfer when we’re under resourced” (40235). Conversely, some nurses (predominately from 
wards with a higher level of patient acuity), perceived that the NAs were “a little bit of a 
liability at times” (40220) in the acute ward setting as “they can possibly do dangerous things 
not with any intent but just through lack of knowledge” (41101).  
8.2.4 Working as a team in the acute hospital setting 
Ward culture and working relationships between nursing team members influenced 
the nurse’s perception of the value of the NA role in the acute hospital setting. Supportive 
ward environments and cohesive working relationships,68 were associated with a positive 
appraisal. Nurses described “a good supportive team” (40290) environment built on a sense 
of inclusion. Nurses who worked on wards where lower levels of support was perceived in 
the ward environment, and there was less strength in the working relationships of the nursing 
team, were more likely to attribute a lower level of value to the NA role. An “us and them” 
mentality was evident, with one nurse stating: “I do feel sorry for her [NA] sometimes there’s 
(X number) of nurses and one of her … sometimes I think she does feel isolated” (40221). 
                                                 
68 Cohesive Working relationship: In this case study a cohesive working relationship was one built on trust, 
teamwork, respect and communication.  
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Nurses who shared this opinion rather than considering the NA as a member of the team to be 
supported by the nurses, championed the need for the NA to be supported, educated and 
motivated by an external person from the ward, separate from the nursing team: 
There needs to be someone responsible for all of the [NAs] … It 
shouldn’t be up to us to educate them as well (41102). 
They need someone to call on for their defence … they’ve got no way 
unless they know other [NAs] to check out how they’re feeling or that 
they’re doing the right things (41105). 
One senior nurse indicated that the NAs themselves shared the “us and them” mentality when 
she discussed the NA’s attitude to the nursing team leader position below:  
Even when you’re in charge they think well “you’re not in charge of me” 
… They’re [NAs] so we’re in charge of nurses we’re not in charge of 
[NAs] … sometimes when I do in charge, I got that impression that they 
kind of weren’t accountable to me. (41222). 
Multiple methods of workload allocation were described by the nurses, which ranged 
from highly structured to low structure models. Models included: 
 writing a structured sheet for the NA to follow (high level of structure)  
 the NA being allocated to buddy a particular nurse in a busy area then floating  
 directing the NA to busy areas  
 allocating the NA a particular side of a ward  
 no allocation strategy, where the NA would float around the ward looking for 
work (low level of structure).  
The nurses indicated that if NAs had demonstrated a poor work ethos or lower level of 
competency in their position, they required a higher level of structure in their workload 
allocation; whereas, NAs who demonstrated a high level of competency, initiative and 
motivation in their role were given “a little bit more free rein” (41240) and dictated their own 
workflow and workload for a shift.  
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The differing methods of NA workload allocation were criticised by nurses. This 
criticism was influenced by the nurse’s experiences of working with the NA in the acute 
hospital setting, and the individual nurse’s expectation of what the NA should attend to and 
achieve during a shift. The more structured allocation methods of allocating NA workload 
were criticised for not having flexibility if the needs of the staff and patients on the ward 
changed. 
It’s really frustrating because you’ve been allocated to one to four, 
sometimes if you need help they’re not really a help. (Mimics the NA) “I 
[the NA] need to be in this room … I don’t help other nurses” (41221). 
I think they started allocating them a bay though because were being 
pulled from pillar to post (41224). 
The less structured workload allocation models were criticised for not providing enough 
direction for the NA, so nurses who needed assistance may not have receive adequate help, 
as “when they [the NA] were just left kind of floating … not a lot was getting done, they 
were just kind of wandering around” (41222). Further, nurses expressed frustration at the ad 
hoc nature of the NAs workflow regarding the accessibility of the NA during a shift. One 
nurse identified “they’ve [the NA has] disappeared and you’re forever looking for someone 
to help and then that time is gone” (40264).  
Equality and fairness in the help the NA provided to individual nurses was promoted 
by the nurses, with some nurses from less supportive ward cultures expressing 
disappointment at what they perceived as unfair distribution of the allocation of NA:  
I can count on three fingers the amount of times they were allocated to me 
personally … I know they are a help to everyone but me personally I can’t 
say they’ve been a great help to me (41222). 
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It was recognised by some nurses that they needed to take responsibility for themselves and 
ask for help if they needed it.  
There’s a lot of feedback obviously around that role at times that “oh the 
[NA] hasn’t helped me” and which I respond “did you ask?”, because 
they’re not going to necessarily initiate something, because they need to 
be directed and supervised (40230). 
There was agreement among the nurses, that “some people [nurses] rely on them [NAs] too 
much sometimes” (40231), “some people are [NA] hogs” (40235), and these nurses were 
inconsiderate of the needs of other nursing team members.  
Nurses recognised the importance of handover for the NA; however, there was no 
consensus as to the optimal level of handover. The nurses revealed that NAs were provided 
a varying level of handover, from very little “their lack of handover quite concerning seeing 
they look after quite a number of patients … They’ll know who’s aggressive but not much 
else which is compromising” (40222), to participation in a detailed handover “which can go 
for like 45 minutes … I’ve often wondered if that’s really necessary for her to go to … I 
could have done so many things by that time” (40291). This depended on ward preferences 
and was not related to the acuity or heaviness of the ward.  
8.2.5 Supervision and delegation of the NA in the acute hospital setting 
Contrary to organisational policy and the ANMC’s National Competency Standards for 
the EN (2002, current at the time of data collection), there was evidence in this case that both 
RNs and ENs delegated and supervised the NA position in the acute hospital setting. The 
nurse’s practice and understanding of supervision of the NA role was shaped by multiple 
factors, including: 
 their understanding of the requirements of supervision for the NA role  
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 their knowledge and level of trust in an individual NA’s competency to perform 
certain duties 
 working relationships between the nursing team members  
 the level of importance that the nurse attributed to the supervision of the NA when 
performing a task  
 the culture and accepted practices of the wards the nurses worked on.  
Inconsistencies existed in the nurses’ perception of the adequacy of supervision for the NA. 
They argued that there was an assumption by nurses and nurse leaders that the NA was being 
supervised adequately in the ward setting; however, there was “not a lot” (41107) beyond 
“trust” (41107) in place on the ward to ensure this was the case. Further, there were claims 
that nurses had become “quite blasé about supervision and delegation” (40222), which was 
linked to poor supervision standards and inappropriate delegation of tasks as evident in the 
following quote: 
They [NAs] work unsupervised and sometimes they are in a position 
where they either take on doing something they shouldn’t be or … if 
nurses are really under the pump and they’re flat stick, I’ve heard them 
sometimes ask the [NA] to do what they shouldn’t be doing (40222). 
There were nurses who demonstrated less understanding of the role of the NA and the 
nurse’s responsibility of appropriate delegation and supervision. During the focus group 
discussion some of these nurses recognised that they could improve their practice of 
supervision. One nurse admitted, “I think we could probably do it [supervision of the NA] 
better” (41232). This was particularly evident in discussions with new nurses,69 who 
reported, that they “haven’t realised the importance of the supervision” (40290).  
Conversely, nurses who provided a positive appraisal of the adequacy of nursing 
supervision of the NA role argued that supervision of the NA had become an automatic part 
                                                 
69 Nurses, that had started after the initial roll out of the NA in the acute hospital setting in this case 
 197 
 
of the nursing role, stating “we kind of do it [supervision] unconsciously [subconsciously]” 
(41240). Nurses from wards with trusting and strong working relationships with their NAs 
spoke of respecting the NA as a team member: “we don’t really follow them around and put 
them under the microscope because we consider them part of the team and you know they 
work really well” (41246). This is an excellent example of the integration of the NA into the 
nursing team; however, it did not confirm that the appropriate level of supervision was 
being provided to the NA. There were nurses who perceived supervision of the NA was an 
added burden to the nurse, as it was:  
Someone else you have to supervise and make sure that they haven’t 
disappeared and that they are (40261).  
Doing what they’re supposed to be doing (40262).  
They described being “slowed down” by supervision requirements of a training NA. 
Nurses were able to define direct and indirect supervision however, there were 
inconsistency in their interpretation of when to apply the different levels of supervision in the 
acute ward setting. It was noted that there was an expectation that the nurse in charge was 
supervising the NA during a shift, however, on multiple wards the nurses that performed the 
in charge role stated that they were too busy to know what the NA was doing. In addition to 
this the location of the nurse in charge on the ward did not allow for supervision, as the NA 
was out of sight, therefore the nurse in charge argued it was up to the nurses on the floor to 
supervise the NA. This was described by nurse 40101:  
As an in charge I never see her because she’s always out … where the 
nurse in charge sits especially there’s not many beds near us … I see her 
at the start of the shift and at the end when she’s waving good bye … it’s 
more up to the girls on the floor that are working with her and alongside 
her (40101).  
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The requirement for the nurse to stay on the ward after delegating a task to a NA was a 
point of contention among the nurses. There were nurses who believed that the nurse must 
remain near the NA while indirectly supervising them, whereas others perceived that it was 
acceptable to leave the ward, as “you’ve always handed over to the nurse next door anyway 
so I suppose they’re indirectly responsible” (40291). The nurses identified that “the more 
experienced they [NAs] become you trust them a bit more” (41223); thereby, affecting the 
level of supervision provided to the NA by the nurse.   
Performance management and ward level management strategies of the NA role were 
questioned by some nurses. Where it was perceived that the NA was not well supported or 
that the NA had performance issues, nurses indicated “if someone’s not being motivated and 
working on the ward we should be addressing it” (41232). It was further argued that 
management were “looking through rose coloured glasses” (41102), restricting their view of 
the NA role to only positive aspects of the role, negating to take heed of issues with the 
function or individual performance of NAs. Nurses expressed that they felt “blackmailed” 
and “threatened” of losing something when asking for further resources:  
In order to get more of what we need for patient safety as well we have to 
lose something else … it’s frustrating that we’re threatened of losing 
something in order to gain an extra [NA] (41223).  
The NA model was criticised by nurses due to the inability of the model to maintain and 
replace the NA workforce numbers on wards, “one of ours will leave next year because she’s 
doing EN. So they won’t replace her … so then will have one part time … on the busiest 
ward of the hospital” (41224). The nurses promoted the need for access to a pool or bank of 
NAs, “there was many people that needed CPOing and we were left with no one so we should 
be able to get another [NA] to replace the one that’s being used as a CPO” (41222).  
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8.3 Expectations of working with the NA role in the acute hospital setting 
“Not that I wouldn’t trust them but that’s my role as a nurse” (40231) 
The nurses’ experience of working with the NA was influenced by their expectations of the 
NA role and their own responsibilities and accountabilities when working in a team with the 
NA. This section discusses the nurses’ expectations of the NAs workload and duties, their 
expectations of accountability and responsibility when working with NAs and their 
expectations of the future of the NA role and the direction of the nursing team. 
8.3.1 Workload and duty expectations  
The nurses’ expectations of the duties and workload of the NA were influenced by 
multiple factors including: 
 the ward culture and environment  
 the nurse’s understanding of the intention of the NA role in the acute 
hospital setting  
 the nurse’s perception of tasks that were considered essential nursing 
duties.70  
What was considered an essential nursing duty varied between individual nurses with some 
nurses considering documentation, ordering, and the “menial” patient care tasks “a critical 
part of our nursing” (40222). Nurses from wards with heavy patient loads shared an 
expectation that the NA should attend to patient care duties at all times, as “every minute is 
important on the floor” (41221). Frustration was expressed by these nurses, as they perceived 
“they’ve [NA’s have] actually been taken away from us because they’re doing other things 
[restocking and ordering]” (41227). They considered times when the NAs were talking to 
                                                 
70 Essential nursing duties were defined as tasks that only qualified nursing staff should undertake for the 
purpose of this case study.  
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patients, collecting papers, and restocking as the NA not working and ‘getting out of doing 
stuff’ as identified below:  
We need our [NAs] … our patients are getting older, they’re getting 
sicker we need the help and I find that the new role of ordering stock has 
been used and abused. I think is a safe way to say to get out of doing stuff 
(41223). 
Independent of the type of ward that nurses came from, spending time talking to a patient 
was seen as taboo by the nurses in this case study, as illustrated by one nurse when she said:  
Making the bed should only take a certain amount of time but if you’re 
listening to a patient who’s downloading … you think “my goodness just 
make the bed and be supportive of the patient” but walk out (40320). 
 
Nurses from wards with lower patient demands and more technical care requirements, 
were more receptive to the NAs completing general housekeeping duties, such as restocking 
and changing sharps containers, as “there’s not much for them to do in the afternoon really” 
(41234). Further, some nurses promoted the extension of the NAs duties to include tasks such 
as vital signs and blood glucose monitoring, as it was perceived that this would increase the 
assistance the NA could provide nurses in the acute ward setting. They justified their 
argument by noting that systems and tools were already in place to enable the NA to safely 
increase their role, such as the coloured coded observation documentation sheets as discussed 
in the following focus group discussion:  
Their [NA’s] role should be expanded now … in the community they’re 
taught how to do a blood sugar … I couldn’t understand why they 
couldn’t do obs put on a blood pressure cuff press a button then they tell 
us what the level is or even chart it (41234). 
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Now we have these new fang dangle forms that show you with colour 
coded. So if it’s in the colours, because they can’t interpret it, but they do 
know that that’s purple and that’s orange … so there’s no reason why 
they probably couldn’t do obs [vital signs] with these so called idiot proof 
sheets that we’ve got (41231).  
We haven’t got idiot proof technique (41236).   
The majority of nurses objected to the NA increasing their duties, arguing that “they [NAs] 
don’t have the training for it [expanding role] and it would just cause mistakes to be made 
that couldn’t be unmade” (40104). This is explored further in Section 8.3.3. 
The nurses, had individual expectations on the amount of work the NA should achieve 
during a shift, which was based on the personal work ethos of the nurse and the culture of the 
ward. Nurses with high work ethics attributed the same high expectations to the NAs they 
worked with. One nurse identified: 
We get a handover from other nurses even by that time they [NAs] 
haven’t even finished their coffee. They’re walking around standing 
around, by that time I’m sure I could have done four or five sponges 
(41221).  
The nursing staff acknowledged that “if they [NAs] say no [to a task] it can be perceived as 
being lazy” (40201). Many nurses shared the expectation that the NAs were responsible for 
assisting nurses across the whole ward, which may have consisted of up to 32 patients. One 
nurse identified, “there’s a lot of pressure on them [NAs] in the morning, when it’s a very 
busy ward and we’ve only got two [NA] to 30 patients can be quite heavy and demanding for 
them” (41106). Nurses acknowledged that the pressure on the NA was further increased if 
there was only one NA on the ward floor for a shift, as discussed below: 
When you lose one it’s half the help that you’ve got so it can be quite 
busy and then that one person, the one [NA] that’s left over is going to 
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feel the pressure, because it’s just her to help the whole ward out … Not 
just half the ward or so many patients it’s the whole ward (40213).  
 
The importance of fair work load allocation for the NA was recognised by nurses. 
Despite nurses having high expectations of the assistance provided by the NA, they 
acknowledged that “helping the nurses on the floor it’s not a very easy task the person [NA] 
is also not a machine” (41221). In support and respect for the NAs, the nurses advocated that 
the workload of the NA should remain reasonable and achievable, as “it’s the same as nursing 
… you’ll get burnout” (40210). It was recognised that the NAs in some circumstances were 
“used and abused … it’s unfair to get them to shower my patients when two patients can do 
their showers by themselves but I’ve seen other nurses just use them because they’re there” 
(40212). Nurses perceived that the NAs workload was poorly monitored in the ward 
environment, and “a lot of the time no one knows what the [NA’s] doing” (40262). There was 
no system of policing if the NA was being overworked or alternatively if they were hiding in 
the bathroom, resulting in potential conflict between nurses and the NA as demonstrated in 
the following focus group discussion:  
I don’t think we do police their workload at all. I think in my area I have 
no idea what that [NAs] done on the ward. So even if I ask for help I’ll 
say to her “how much have you done? If you’ve done too much today 
that’s fine” … and you know they can’t say no and I don’t think that’s 
policed at all (40210). 
I think sometimes that depends, I’ve worked on other wards where you 
struggle to find the [NA] and then you find them and they’re like “we’re 
going to tea”, but you haven’t been able to find them for an hour and no 
nurse not the charge nurse no one’s been able to find them … and there’s 
becoming this reputation of them hiding in bathrooms on phones turning 
off their pagers (40206).  
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Talking to the independent patients that have already been showered 
(40202). 
Going down and collecting newspapers for patients and just literally not 
doing any work (40206). 
The frequency the NA was allocated to act as a CPO on the ward was outside the nursing 
cohort’s expectation of the intention of the role of the NA. There was a consensus within the 
nurses that the NAs were used in the CPO role as a cost cutting measure, as they were 
cheaper than employing an agency or bank CPO. The nurses argued against this practice, as 
they perceived “they’re [NAs are] supposed to help us out not save the individual wards 
money on employing CPOs … they’re not utilising them as they were designed to be” 
(41234). Frustration was expressed at what they perceived as the NA being taken away from 
them, decreasing the support they received on the ward and nullifying the original intention 
of the NA role in the acute ward setting. One participant identified, “to use them as a CPO it 
takes the whole point of them being around really away. Yeah it saves money but you don’t 
have that spare pair of hands on the ward so what’s the point really of having them” (41105). 
Despite being disappointed the nurses acknowledged, “they’re probably better than most of 
the CPOs we pay” (41241), and “I’d rather have one of the [NA] CPOing my patient than a 
CPO” (40291).  
The nurses suggested that the needs of the ward should be evaluated prior to the NA 
being allocated the CPO role, as reasoned by a senior nurse: 
You just evaluate how the ward is at the moment. If the ward is quiet and 
you don’t particularly need the [NA] for a while that would be a great 
resource, but if the ward is really heavy then your better just to get a CPO 
and have her doing her normal role (40262). 
Independent of this recommendation, another senior nurse argued that the allocation of the 
NA as a CPO was out of their control, as “our supervisors when they come around will say I 
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won’t give you a CPO in the morning because you’ve got two [NAs] on” (41236). The nurses 
also identified the importance of an evaluation of the specialling needs of a patient for the 
appropriate delegation of the NA in the CPO role. They questioned the level of training the 
NA received to prepare them to perform the CPO role in the acute hospital setting, as 
demonstrated in the following focus group discussion:  
They haven’t necessarily had specific CPO training and they’re 
expected to just sit there. I mean we’ve recently had someone that 
was needing a CPO because they were having some psych issues and 
NA isn’t really trained to deal with that (40102).  
I don’t think it’s fair on them at all and I don’t think it’s fair on us 
either (40203). 
And it’s not really fair on the patient because sometimes you need 
someone with that experience that can calm them down (40102). 
 
8.3.2 Expectations of accountability and responsibility for others 
Nurses across all wards shared the expectation of their accountability and 
responsibility for the work delegated to the NA, noting “we’re accountable at the end of the 
day for what they do” (41234), “that’s why you take the responsibility of assessing your 
patient first then seeking that assistance afterwards” (41236). When this matter was explored 
in more detail, it was noted that there were inconsistencies within the nurse’s interpretation of 
for what they perceived they were held accountable. One nurse identified: “it’s not clear cut 
is it, it depends on what’s happening” (41103). There were nurses who asserted that “it’s 
equal accountability two people working together” (41223) and “if they’ve [the NAs have] 
been signed off on something in their training then they should be accountable for what they 
do” (40102). The disparity between the differing nursing participant’s views on this issue was 
captured in the following focus group discussion:  
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I don’t think that the nurse needs to be held accountable for an error held 
with in somebodies scope of practice, when it was delegated in good faith 
knowing that that was in their scope of practice (40235). 
That’s the way I’d like it to be but I know that’s not the way it is (40230). 
What do you mean? (40235). 
Because we are accountable … it’s direct and non-direct supervision 
you’re responsible (40230). 
During the initial roll out of the NA position, nurses voiced concerns about being held 
accountable for another person’s actions, as discussed below:  
Us being actually accountable for another health care member. You know 
people were worried ‘what if I get taken to court because you know the 
[NA] dropped someone’ (40201). 
Some nurses perceived that experience working with the NA had dulled those concerns as  
we’re responsible for all of their actions and I think that gets very 
forgotten and particularly when the [NA] been on a ward for a while and 
get very comfortable with them (40222).  
 
The nurses understanding of their accountability and responsibility was intrinsically 
linked to their individual understanding and expectations of the practice of delegation, as 
noted by nurse 40230:  
There’s always potential for things to go wrong when someone out of 
good faith delegates a job … they believe that person’s capable of doing 
not fully realising that when that jobs undertaken and if things go wrong, 
that they are actually still responsible for the care that’s being provided. 
Whether it goes well or not and I think that’s something that needs to be 
highlighted to nurses, and it’s not to scare monger, but I think they need 
to understand that it’s not just something that they should be delegating 
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lightly. They need to understand that they’re still responsible for the care 
that’s provided (40230). 
Conceptually, nurses were able to identify important aspects of delegating a task to the NA, 
such as patient assessment and knowledge of the competency of the individual NA. However, 
it was uncertain if the nurses had a clear understanding of what constituted delegation of a 
task to the NA. There was a trend for the nurses to focus on the NAs allocation of duties by 
the nurse in charge of the shift, rather than recognising that each time the NA assisted them 
with a task, technically they had delegated them the duty, and were responsible for the 
supervision and monitoring of the completion of that task. This was further confirmed by the 
expectation of some nurses that the nurse in charge was responsible for supervising the NA, 
as noted in Section 8.2.5. 
Nurses acknowledged that “the nurse should know what they [the NA] can do so the 
nurse really shouldn’t be asking them [the NAs] to do something that they can’t” (40212). 
However, nurses knew “what they [NAs] should and shouldn’t be doing roughly but we don’t 
know their exact role” (40231). Nurses with less confidence in the NA revealed that they 
preferred to use the NA “as a second pair of hands” (41231), rather than delegate duties that 
required the nurse to practice indirect supervision.  
As a nurse became familiar with the individual NA’s abilities and attitude, they would 
determine what duties they could trust the NA to complete satisfactorily and what level of 
supervision this would require. Nurses that had good working relationships with NAs they 
perceived as having a high level competency and receptive attitudes, felt comfortable 
delegating a range of duties and providing a low level of supervision. Conversely, nurses who 
had poor working relationships with NAs and less confidence in the NAs abilities would tend 
to avoid delegating to the NA, and were inclined to provide higher levels of supervision. A 
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review of the nurse reflections revealed that trust was an important factor in teamwork and 
the delegation processes as illustrated in the following quote:  
They’ve [NAs have] been on the ward a fair time now so we’ve been able 
to gauge how competent they are with relation to engaging with patients. 
So a lot of the time if they say “do you want me to go and do a wash?” 
we’ll say “ok” and we trust that they can do that because they’ve proven 
they’re more than capable of doing that (41246). 
Further, the nurse’s experience working with the NA shaped their view and expectations on 
what was able to be delegated to the NA, as described in the following focus group 
discussion: 
It also comes down to the confidence which you get off the [NA] if they 
don’t seem confident then you’re not really going to leave them on their 
own (40264).  
And if you’ve got evidence from the past and you’ve asked them to do 
something and they’ve done it and they’ve done it well, then you know 
that you can ask them to do it again (40262). 
Whereas if you ask them to do something that should take three minutes 
and it’s taken them 15 minutes. Then for the comfort of the patient … I 
wouldn’t ask her to help me again, I’d say afterwards “we need to do it a 
bit faster next time” (40261). 
As part of the delegation process, it was the nurse’s responsibility to ensure the task had been 
completed to a satisfactory standard, as: 
At the end of the day the patient is the nurse’s responsibility and if 
they’ve delegated a task they need to make sure and follow up, that it has 
been done and if it hasn’t been done, they need to do it themselves 
(40262). 
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The nurses were not aware of any formal strategies or processes to follow, to monitor the 
completion of the delegated task. They would rely on feedback from the NA and their own 
supervision of the NA undertaking the task, as described in the following quote: “they always 
feedback what they’ve done and what they’re doing (40241), you just observe them doing it” 
(40240). Feedback and communication between the nurse and the NA will be expanded upon 
in section 8.4.1. 
There was an expectation by some nurses that the nursing assessment was conducted 
while providing basic patient care, such as during the shower or when bed bathing a patient. 
It was argued by some nurses that this intimate time with the patient allowed the nurse time 
to talk with the patient and assess multiple facets of the patient’s condition, including skin 
integrity, gait and mobility, cognition and social history of the patients as noted below:  
The time we [nurses] spend when we are washing them [patients] feeding 
them is actually a really important part of our assessment of the patient on 
so many different levels. We’re looking at cognitive function, spatial 
perceptions, their ability to move balance, how they eat, how they 
swallow, how they speak to us, what their thought processes are and to 
actually have that now with untrained people I think we’re missing a 
really critical time of patient assessment … While you’re washing you’re 
there twenty minutes and it’s a time when you actually get to have a 
conversation with them, perhaps about how they feel about being in 
hospital, what they did before they came in. It gives us a lot of 
background information which I think is really important in terms of their 
overall care (40222). 
It was further argued that this comprehensive assessment was not only important for the care 
of the patient while in hospital, but also the discharge planning. Many nurses expressed 
concern that the introduction of the NA role threatened quality time spent with the patient 
and, therefore, the nurse’s opportunity to comprehensively assess the patient:  
 209 
 
I don’t think that that role, while spending the time with the patient in the 
shower shouldn’t be taken away from the nurse who’s responsible for the 
overall condition of the patient, because ultimately they are responsible 
for that person’s care and it’s too easy as it is to miss things … when you 
had that conversation with that person in the shower you’re learning a lot 
quite often … If that’s taken away with the role of the [NA], they’re not 
documenting it, it’s lost (40230).  
 
There were nurses who had adapted their nursing assessment practices to compensate 
for the addition of the NA to the nursing team, arguing that there were multiple opportunities 
to complete patient assessment during a shift:  
Showering is just one aspect of the care of the patient you’re still 
attending to them taking them to the toilet and … you’re still doing 
checks (41246)  
And our [NAs] are always reporting back to us if they’re noticing 
anything anyway. (41243)  
The nurses recognised the importance of effective communication between the nurse and the 
NA in monitoring the patient’s condition. One nurse argued: 
If you’ve got good [NAs] and you’ve got good nurses then you shouldn’t 
have an issue, because then even though the [NAs] doing the showering 
we should be looking anyway and the [NA] should be communicating to 
us if they’ve got any concerns (40241).  
 
8.3.3 Expectations for the future 
There was an expectation by nurses that in the future, “their [NA’s] scope of practice 
is only going to increase as time goes on” (41241). The nurses hypothesised that the NA role 
would extend their duties, just as the ENs had before them; thus, moving them away from the 
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original intention of the position, which was to support with the basic care of patients. It was 
asserted that the extension of the NAs duties would decrease the support of basic care tasks: 
The issue with upskilling is that they [the NAs] don’t want to do the 
basics and more so what are we employing them to do? If you’re 
upskilling and doing blood sugars and obs [vital signs] and things, then 
the beds and the toileting and the showers get forgotten? (41235).  
Some nurses further questioned whether the extension of the duties of the NA role would 
“blur into a div two [sic] [EN] sort of role ... How do you differentiate which roles [is] 
who’s?” (40213) “What they’re doing is what you need the most help with” (40212). 
A strong underlying fear was apparent among nurses that the NA would replace 
trained nursing staff and would be included in nursing numbers in the future:  
There is a fear of training in the future where [NAs] are going in the 
future. They’re going to be able to do small nursing tasks, for example 
taking blood sugars or something very minimal, is that then going to 
escalate into doing other things that we do, like a blood pressure or doing 
a set of obs [vital signs] (40103). 
And suddenly they’re classed as part of our team and therefore we don’t 
need as many [nurses] on (40104). 
That’s a lot of the big fear … if the role progresses in the future they’re 
going to continue training, continue doing this because it makes our job 
easier then who’s to say it’s not going to rule out having more [NAs] on a 
ward and less nurses (40103). 
This fear was predominantly stronger in more experienced nurses, one experienced nurse 
stating, “I feel sorry for the younger guys [nurses], but then they know nothing else, so 
they’re not concerned” (41102). The nurses argued that the perception of lower costs would 
drive the push to have more NAs and less nurses caring for patients. One nurse identified that 
if the nursing team skill mix changed it would impact her desire to remain working as a nurse 
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in the acute ward setting, when she said “if I had to split eight patients and it was me the div 
one [sic] [RN] and the [NA] on our ward I would resign” (40261). It was important to the 
nurses that the most appropriate person should be caring for patients, and that balance was 
maintained in the skill mix of the nursing team, as attested to by one nurse:  
You can’t help thinking that it comes back to money and you know they 
want to save some money by getting some less skilled person, but you 
know if it was your relative that was there that you would want them to 
get you know the most appropriate skilled person caring for them 
(41103).  
Some nurses questioned the sustainability of the NA model in its current format. It was 
argued that the NA workforce was “quite transient because a lot of them are studying to go 
on to nursing or … the [NA] job wasn’t what they thought it was going to be and they’re not 
enjoying it, so they move on to something else” (40201). Further, it was perceived that the 
NA’s training wage and workload would be a barrier to the sustainability of the NA role: 
I don’t think they’ll sustain it [the NA position] because they don’t pay 
them enough, they want to be paid as much as we are, they think they 
have the right to be paid as much as we are … We’re working too hard 
we’re getting paid nothing. You get more to scan groceries at Aldi 
(41224). 
One nurse argued that the supernumerary nature of the NA role and lack of objective 
evidence about the impact of the NA role on patient outcomes, would have a negative impact 
on the sustainability of the NA role: 
They’re classed as a supernumerary … coming from a private hospital 
everything that is supernumerary is cut as quickly as it possibly can as a 
money generator. So potentially if things are difficult, financially for an 
organisation that could be a targeted area. It is a luxury in a way, we’ve 
mentioned that it’s been quite convenient, you know helpful to have an 
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extra pair of hands to do those things. How does that impact on the 
ultimate patient’s care? It’s hard to measure. They’re not doing IV 
antibiotics; they’re not treating the patient. They’re certainly holding 
hands and giving washes and dealing with them, is that going to make the 
patient better? Not necessarily so, it could be measurable as well it’s not 
effective (40290). 
 
8.4 Communication and education essential to the performance of the NA role in 
the acute hospital setting 
“It comes down to communication” (40261) 
Communication and education were essential to the performance of the NA role in the acute 
hospital setting.  This section discusses the importance of communication and education in 
the nursing team and the acute hospital setting.  
8.4.1 Importance of communication in the acute hospital setting 
Open and effective communication between the NAs and nurses was important for 
building trusting working relationships in the nursing team and influenced team moral:  
On our ward it’s really good because we do have such a good [NA] and 
she’s a good communicator as well there’s a good understanding. 
Whereas some of the other wards have a lot more trouble with knowing 
the boundaries of the [NA] and getting them to work to those boundaries 
(40102). 
The nurses recognised the importance of effective communication between the nurse and the 
NA to manage the workflow of the NA, delegate a fair and appropriate workload to the NA, 
and to maintain patient safety and quality of care. The nurses relied heavily on the NAs to 
communicate their individual competency levels and also their capacity to attend to 
additional work, as nurses had little to no insight into the amount of work a NA had attended 
 213 
 
to on a shift. This was important as NAs that refused tasks were considered lazy, impacting 
working relationships between nursing team members. The following focus group discussion 
demonstrated the importance of communication between the NA and nurses:  
It comes down to communication. If it’s not within a [NAs] scope of 
practice then say “hey I can’t actually do this on my own can you hang 
around” and vice versa that the RN will say “can you do this do you feel 
comfortable doing this ok great” (40261). 
the other thing is for them to come back and say my work load is too 
heavy I’m not coping (40262). 
It’s all about communication (40263). 
just opening the communication instead of saying “no” just letting us 
know “I’m busy at the moment, but once I’ve done this I can come over” 
(40261). 
The nurses, relied on feedback from the NA, to provide them further insight into the 
patient’s condition and as a means of monitoring the completion of the delegated task. One 
nurse who had a positive experience working with the NA identified: “yes they’re very good 
at reporting back anything, no matter how, what could be to another person insignificant but 
they’ll always tell us” (40291). The importance of the nurse asking the NA pertinent 
questions to evaluate the patient condition and the completion of the delegated task, was also 
recognised. The nurses acknowledged that there may be gaps in communication between the 
nurse and the NA, as “it might be that the nurse isn’t asking [relevant questions] either” 
(40221). Despite this perceived reliance on the NA to inform the nurse about the patient’s 
condition, it was acknowledged by some nursing staff “that [patient assessment] that’s not 
their role” (40234).  
It was argued by many nurses that it was important for a nurse to complete their own 
assessment of the patient rather than rely on the feedback of the NA, asserting that as a nurse, 
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“you need the whole picture to provide patient care” (41105). There was concern expressed 
by some nurses that the NA had no insight into the patient’s medical condition, and they 
questioned the level of training the NAs had received to prepare them for working in the 
acute hospital setting, as noted below: 
They don’t have any knowledge any medical knowledge (41105). 
It seems like most of their knowledge they get working on the job, they’re 
not particularly well trained. They can certainly do what they do, but as 
far as them having any insight into what conditions the patients they’re 
looking after have yeah, I would say none (41103). 
Further, there was a concern that the low level of knowledge the NA possessed resulted in 
situations where the NA had missed subtle signs of deterioration in a patient, with adverse 
outcomes as described below: 
With our clinical training we can pick up much more subtle changes much 
more quickly that might indicate a deterioration … Whereas the [NAs] 
don’t and they might either not notice or not realise the significance of 
something that it should be handed on to the nurses … I’ve actually seen 
instances where things have been missed, and then later a patient has 
deteriorated and we’ve discovered they’ve (X relapsed) or whatever and 
the [NAs] later said “oh yeah actually I did notice, but I didn’t think 
anything of it”. So I think that’s a real liability in this setting because 
patients, even stable ones, can be a bit volatile in what they can get up to 
(40222). 
The NAs low level of training and insight was associated with what the nurses perceived as 
distressing situations, such as in the case of a dying patient, as illustrated below:  
Sometimes they [NAs] can come across situations that they are not equipped 
to deal with and I’m thinking of one of our earlier [NAs] … she became 
extraordinarily distressed with a patient who was going into a type of cardiac 
failure that was not treatable … we could not get her away from the bedside 
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and she was taking his pulse, recording when it paused and coming out and 
telling us. We were trying to say there’s nothing we can do for him, there is 
no treatment, there are no drugs, there’s and she couldn’t understand it and 
she was really angry and distressed that we were letting him die … we had 
really sick people to look after, but we spent an inordinate amount of time 
actually debriefing her, trying to get her to understand that just sometimes 
we can’t change what’s happening and we just have to support someone and 
let them go … she didn’t have the knowledge to understand what was 
happening. But she just thought we were just ignoring him and letting him 
die … they [NAs] get very distressed or even frightened sometimes because 
they can’t understand what’s happening. Which is bad for them, but it’s also 
not good in terms of a working role on the ward because it impairs their 
ability to function sometimes … I think having someone they can turn to and 
debrief, who’s not involved with the ward, means at least they can debrief 
openly without thinking they’re insulting us if they think we’re doing the 
wrong thing or something (40222). 
Further training for the NA in emotional issues such as working with patients who were 
dying, depressed or requiring emotional support was recommended by the nurses, as noted by 
one nurse when she said:  
I just don’t think that she was prepared emotionally for what she was going to 
see in a hospital. I think they need more psychological training as well to help 
them cope with it (40104).  
 
The NA’s level of communication skills and the professional standards of 
communication varied. There was criticism of some NA’s communication skills, with nurses 
indicating that the NA did not maintain a professional level of communication with staff and 
patients and their families, as “just the way they [the NA] spoke to patients wasn’t necessarily 
professional” (40262). The nurses provided examples of areas where they perceived the NA 
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had exhibited poor or inappropriate standards of communication. In the first example there 
was a perception that some NAs were too friendly with patients as noted below: 
This one [NA] that seemed to disappear all the time was just very, very over 
friendly with the patients and almost thought that she was a social worker, 
and you know listening and letting the patient debrief inappropriate, you 
know practices … well it wasn’t right and it was a time waster as well 
(40320). 
In the second example, there was a claim that the NAs spoke to families about issues beyond 
their knowledge, as identified in the following reflection: 
There was a patient that we were palliating and this [NA] was starting to 
answer their [the families] questions ... I mean all families are vulnerable in 
this setting and this [NA] had absolutely no idea what she was talking about 
(40222). 
In the third example, it was noted that some NAs did not appropriately identify themselves, 
one nurse arguing that the NAs only identified themselves “when it suits them” (41224). An 
example of when the NA had taken an order from the doctor but not passed it on, was 
provided by nurse 40222:  
That’s actually happened [the NA taking an order from the doctor] but then 
they haven’t passed the message on to us … because they go “oh they’re [the 
nurse is] really busy I’ll get this and I’ll tell someone” and then they’ve got 
busy and forgotten bit of a problem (40222). 
 
The nurses noted that the NAs were commonly confused for nurses as they wore the 
same uniform as nurses. Nurses expressed mixed opinions about the appropriateness of the 
NA wearing the same uniform. There were some who indicated “I’m happy with the uniform 
and long as they identify themselves as an assistant” (40262). Whereas, there were other 
nurses who preferred the NA have uniforms that clearly distinguished the NA role as 
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different from the nurse, “because on the floor they [NAs] do look exactly like nurses” 
(40291) and “the patients aren’t knowing the difference between the two or probably don’t 
even know their role exists” (40231); therefore, “the [NA] needs to be identifiable different to 
a nurse” (40290). 
8.4.2 Importance of education and understanding in the nursing team 
Nurses spoke with conviction about their knowledge of the NA role and their 
responsibilities when working with the role; however, most admitted “I haven’t read the [NA] 
position description” (40261) or related policies. They relied on what was told to them in the 
initial education sessions or their personal experience working with the NA. Despite this, 
most nurses acknowledged they were aware that they were responsible and accountable for 
the tasks they delegated to the NA. It was identified that “it’s just one more thing that we 
work out as we go along” (40104) and “rely on them [NAs] to tell us whether they can or 
can’t” (40101). The nurses justified this by stating that there was so much going on and the 
NA was down the nurse’s priorities list, and the policy would only come out if there was an 
issue:  
There probably is [a policy] and I think it just hasn’t been drawn attention to, 
that so many facets on the ward of things going on, I think it probably is less 
down the track as far as priorities, if there’s no issues then we don’t need to 
deal with it—that sort of thing. If something goes wrong, well, then we’re 
first on the band wagon to get the policy up, but at that time you tend to go 
“oh yeah its ok it’s all good”. So yes it’s like a band aid effect if something 
goes wrong, then you get all upset about it and every one writes policies 
about everything (40290). 
The nurses questioned how management policed [sic] that the policy was followed by the 
nursing team members, one nurse arguing: 
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The policy is good if you follow it, you know. How do they police that it gets 
followed? You know you can write as many policies as you want but if you 
don’t follow it then what’s the point (40221). 
 
There was an association between the level of introductory education (orientation) the 
nurse received about the NA role and their appraisal of the NA role in the acute ward setting. 
The information the nurses received regarding the NA position, and the nurse’s responsibility 
when working with the NA, was influenced by the emphasis placed on the value of this 
education, by the individual ward educators and their managers. Education on this issue 
ranged from what nurses perceived as a “little in-service” (40240) to what others nurses 
perceived as:  
A lot of education and roll out about the types and tasks and there was a job 
description. I know we’re all vague about it now, but there was very much a 
roll description there, and we had a lot of education around what was direct 
and indirect supervision … now it’s automatic (40230).  
Participation in what was perceived to be comprehensive education sessions and 
programs about the NA role by nurses resulted, in most cases, in an increased understanding 
by nurses of the intention and role of the NA in the acute hospital setting. This increased 
understanding was linked to the nursing team sharing more cohesive and trusting working 
relationships. Some nurses who perceived they had an adequate knowledge of the NA role, 
refuted the need for further education on the subject. When asked about refresher education, 
one nurse responded, “we sort of know their role and we know our role so we’ve been 
working well together so I don’t think we need any more education on that” (41106). There 
were other nurses who admitted that although they felt they understood the NA role, refresher 
education would be beneficial as: 
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It always becomes very grey and we have sheer quantity of things we roll out 
in this health service, and the [NA] roll was one that we did five years ago 
and needs to be refreshed (40230). 
 
Nurses who expressed that they had participated in minimal education about the NA 
role recognised that they had a poorer understanding of the role and its place in the nursing 
team. This lower level of understanding was associated with poorer working relationships 
between the NA and the nurse, due to unmet expectations by both parties. Further, these 
nurses relied heavily on the NAs to police their own scope, as the nurses had a poor 
understanding of the tasks for which the NA was competent and allowed to attend. A lack of 
knowledge and understanding about the NA role by some nurses also fostered an underlying 
culture of doubt and mistrust of the NA role and its impact on the nursing profession, as 
identified by one nurse who reflected: “I’ve got nothing against the [NAs] it’s just the 
underlying implementation of these guys. Why are they here?” (41102). Refresher education 
was supported by nurses who acknowledged that they required further knowledge of the role 
and responsibilities of the NA and the responsibilities of the nurse when working with the 
NA, as there was room for error due to a poor understanding. One nurse identified “the RN 
and the [NA] need to know what the rules are … It needs to be clearer it needs to be clarified, 
it’s not very clear” (41101). This was also relevant to new nurses and new junior staff coming 
into the acute hospital setting. 
According to the nurses, they were unaware of any education strategies in place for 
new nurses (all nurses [RN/EN] of varying experience levels employed after the 
implementation of the NA position), concerning the NA role and the nurse’s responsibility 
when working with the NA. New nurses identified that they had received no education, and 
were required to learn on the job about the NA role in the acute hospital setting. Participant 
41101 was very passionate about this issue when saying: 
 220 
 
When I came here two years ago they [NAs] were on ward. I’ve had no 
education … there needs to be clarification of their job description because I 
don’t really know what it is. It hasn’t been made clear, and I haven’t been 
given a copy of it to know what they can do and they can’t do. I don’t know 
what their scope of practice is (41101). 
A poor understanding of the NA role by new nurses, due to a lack of education, was 
associated with a negative outlook of the NA role, by some of these staff members as 
exemplified below:  
I don’t think they’re much of a help … they’re irritating because I don’t 
know what they actually do and I think they can get in the way. I mean they 
have an issue about supervising them and they can’t change dressings and I 
don’t know what they can do and then they can get verbal about it. I’d rather 
work on the wards honestly without them (41101). 
There were also new nurses who accepted the NA role and viewed them as a luxury in the 
acute ward setting.  
New graduate nurses71 and their relationship with, and education about, the NA role 
were discussed by nurses. It was recognised that “as the registered people we are legally 
responsible for them, so that’s quite critical that our new staff and grads understand their 
responsibilities there” (40222). The new graduate nurses indicated that further education 
regarding the NA role and supervision and delegation would be beneficial to them as 
explained by nurse:  
I was a grad last year, and I just like, in our orientation we were told about 
like their job, but we weren’t ever told about the ins and outs of what they 
can do, and what they can’t do. They sort of just said that they’re here to help 
us and for like showering and toileting (40212). 
                                                 
71 New graduate nurse: first year of nursing practice after graduation from a Bachelor of Nursing degree 
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However, it was noted that this education should be provided separate to the information 
provided at the orientation program, as they felt that they were overwhelmed with 
information in that forum, as described below:   
I’m a grad and I don’t really know much about them [NA], like we had a 
little induction in our orientation week. But you’ve got that much 
information coming in, with other stuff as well, yeah it just kind of goes over 
your head … I find it hard, I don’t know all supervision stuff and what actual 
tasks they can do, and what they can’t do so it does make it difficult (40224). 
A lack in confidence in their ability to delegate and supervise the NA, combined with a 
weaker understanding of the boundaries of the NA role, impacted some new graduate nurse’s 
willingness to delegate to the NA role. One new graduate nurse described delegation of the 
NA:  
It depends what it is, if it’s a bed yeah why not, but I usually use them as my 
extra pair of hands. So if I’m mobilising, or if I’m doing a bed wash and I 
need that extra pair of hands, so I am with them, it’s not very often that I 
delegate something (41235). 
 
The upskilling and uptake of NAs undertaking their nursing training was discussed. It 
was acknowledged by nurses that through the NAs gaining experience and enhancing their 
skills in the clinical environment, their ability to recognise relevant patient issues would 
increase. However, it was clearly indicated by some nurses, that it should not be the 
responsibility of the nurse to educate the NA, “it shouldn’t be up to us to educate them as 
well, that should be the role of someone else to educate them” (41102). However, there were 
other nurses that were happy to share their knowledge, as noted by one nurse when she said: 
“she the [NA] wants to be a nurse so we always kind of get her in and show her things so I 
suppose there’s a lot of imparting knowledge” (41107). Some nurses expressed frustration at 
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some NAs undertaking their nursing training who they perceived confused their role as an 
opportunity for clinical learning; thus, they overstepped the boundaries of the NA role, as 
illustrated in the focus group discussion below: 
But the one that’s training to do her EN says things like “oh I need to come 
and learn how to do that dressing”. “No you do not need to learn how to do 
that dressing” because you’re not on your clinical practice today you’re here 
as a [NA] and you should actually be doing a wash for someone, you don’t 
need to watch me come do a dressing or whatever” … it’s not appropriate 
(41224). 
Exactly not in scope of practice so they don’t need to be trained (41221). 
They go back and do nursing and they come back and they take what they’re 
learning and they start to question what we do. I mean how would you feel? 
That’s very frustrating (41223). 
 
8.5 Responding to the position and recognising the impact of the individual 
“Something I never thought I would see in an acute setting, but it works quite well 
depending on the individual” (40290) 
The addition of the NA position to the nursing team required nurses to adapt their practices 
and accept the NA role in the acute hospital setting. This section discusses the nurses’ 
acceptance of the NA in to the nursing team and the influence of individual characteristics on 
the nurses’ experience working with the NA in the acute hospital setting. 
8.5.1 Coming to acceptance 
It was evident that nurses took pride in the care that they provided to their patients. 
One nurse noted, that “just the small things impact on the way that you feel about the care 
that you provided and really it’s an all-encompassing word care” (40230). The nurses 
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displayed a sense of ownership towards the patients that they cared for and commonly 
referred to them as “my patients”: “you’re always assessing your patient and you’re 
conscious that they’re [NAs are] not a nurse. I’ve never confused them with a nurse, so I’m 
not going to leave my patient alone” (40291). This sense of ownership influenced the nurse’s 
response to working with NA role in the acute ward setting. There was a spectrum of views 
about the addition of the NA to the nursing team. Some nurses saw it as an intruder in their 
domain, and that the nurse was relinquishing their place at the bedside to a lower trained 
worker. Other nurses felt that the NA gave the nurse the opportunity to enhance the 
therapeutic relationship they had with patients, by providing the nurse more time to spend 
with patients with more complex needs.  
It [the NA] allows the nurse to be able to provide a sort of a more full service 
… you can sort out more stuff and communicate and spend more time with 
your patient (41236).  
More patient interaction (41231). 
These views were influenced by the nurse’s individual experiences working with the NA role 
in the acute ward setting.  
The ENs shared the same level of ownership of the patients and the domain of the 
bedside as the RNs. They felt that the addition of the NA to the nursing team had the same 
impact upon the ENs as the RNs, as there was the perception that the EN did everything an 
RN did. Noting the origins of the EN role72 in the acute ward setting, it was interesting that 
the dominant voices of the ENs expressed concerns about the level of training the NA had 
received, and the appropriateness of a lower trained person working in the clinical 
environment. In line with this, multiple RNs raised concerns that the NA would follow the 
                                                 
72 The ENs had expanded their role in the ward setting and extended their duties from basic care to more 
complex tasks such as medication and intravenous therapy administration.  
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path of the EN and expand and extend their duties as the position developed within the 
clinical setting. This was described by participant 40290 when she said:  
It’s similar to the enrolled nurse medication endorsement where their scope 
obviously increased quite dramatically there was always an element of 
people thinking “they’re taking our jobs, they’re paying them less and 
they’re expecting them to do more” (40290). 
The nurses acknowledged that there was an initial reluctance to accept the NA position in the 
acute hospital setting. They recognised one barrier to their acceptance of the NA was a poor 
understanding of the role, which fostered “fear of the unknown” (40206) and suspicion within 
the nursing group. This reluctance was reflected upon by one nurse when she said:  
People were reluctant when it was first talked about because I think people 
didn’t really understand the role probably. But now that they have been 
working here for a couple of years really well (40102). 
 
There was a trend for the nurses to become more accepting of the NA role as they 
became more experienced working with them, which was recounted by one nurse: “I 
remember thinking that we wouldn’t have room to slot them in but they’re next to invaluable 
now” (41107). This move to acceptance was also illustrated by a nurse who admitted she was 
initially opposed to introduction of the NA; however, after working with the NA position, she 
explained the experience had been “eye opening and it’s been great … now that we 
understand it a bit more it’s become a bit more positive” (41236). Despite this gradual 
acceptance of the NA role, there continued to be a culture of underlying fear for the future 
within the nursing cohort:  
They’re [NAs] a wonderful to have an additional staff to assist to you with 
your work. I think they’re fantastic extra resource and stuff, they’re great. 
My ultimate concern is what’s going to happen when the numbers increase, 
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and increase. It will get to a point where they are going to be counted… and 
who’s going to pay that budget? There’s not going to be this slush fund 
floating around forever (41102). 
 
8.5.2 Influence of the individual 
Multiple factors influenced the nurse’s experience working with the NA in the acute 
hospital setting, which included the nurse’s perception of an individual NA’s: 
 personality traits  
 performance of their duties  
 level of initiative  
 level motivation  
 work ethic  
 their working relationship with the NA.  
Table 8.1 describes the association between the qualities of the individual NA and the nurse’s 
experience working with the NA.  
Table 8. 1 Association between the qualities of the individual NA and the nurse’s experience 
working with the NA in the acute hospital setting 
Qualities: Associated with: 
 agreeable personality  
 strong interpersonal skills 
 high levels of:  
o work performance  
o initiative  
o motivation  
o work ethos 
 increased levels of trust  
 cohesive working relationships  
 positive appraisal of the NA role 
 positive response to the NA role in the 
acute hospital setting 
 unapproachable or personality clashes 
 poor work ethic  
 poor interpersonal skills 
 low levels of:  
o initiative  
o motivation 
 poorer appraisal of NA 
 poorer response to the NA role in the acute 
hospital setting 
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The nurses perceived that the performance of the NA role varied between individual 
NAs ranging from ‘brilliant’ to underwhelming as exemplified in the following focus group 
discussion: 
It was a dramatic, I’ve come from a ward where it’s good [NAs] and 
then come to (X) and was like you guys are missing out (40264). 
You do compare them [NAs] to ones you’ve previously worked with 
… some of them work too hard actually … and others are like, I 
shouldn’t say it, a little bit lazy (40263). 
And avoid work and try and get out of things (40262). 
The NA’s individual’s performance influenced the nurse’s appraisal of the value of the NA 
role and their response to the NA role in the acute hospital setting “the quality of the [NA] 
fluctuates depending on the [NA]” (40213). The nurse’s perception of an individual’s 
performance of a NA role, was based on: 
 the standard to which the NA completed a task  
 the NAs competency level  
 trustworthiness  
 use of initiative  
 presence on the ward  
 work ethic.  
The nurses described that individual NAs possessed different levels of initiative and 
motivation in their role, which they linked to the value of the NA in the acute hospital setting: 
She’s [the NA is] conscientious she finds jobs for herself … she will 
actively seek out a job or a task to do where as some other people 
[NAs] fall through the cracks and don’t and they’re hiding watching 
television or doing other things (41231). 
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In situations where the NA did not exhibit initiative and motivation in their work, some 
nurses perceived that NA was an added responsibility, and at times a burden: 
They [NAs] need to have initiative, and if they don’t they still require 
direction, and still require a lot of time from nursing staff in terms of 
what it is they are to do next … if the individual [NA] can’t prioritise 
their tasks. Then they’re not very helpful … if they worked as part of 
the team, they were involved. If they had initiative and drive. Then it 
would be awesome (40261). 
Some nurses suggested that the NA be given more responsibility so that they felt valued; 
thus, increasing their motivation to come to work and to contribute to the ward. This was 
promoted by one nurse when she said: “if they [NAs] were responsible for something per day 
on a week day that made them more feel more valuable to the ward or give them more of a 
purpose each day” (41107). Further, support strategies such as a dedicated support nurse were 
also promoted to improve the NA’s motivation and level of initiative in the ward environment 
as, “they [support nurse] actually made them [NAs] upskill and recognised their skills ... it’s 
more motivational” (41236). However, it was acknowledged by some nurses that due to the 
NAs lower level of training, it may be unsafe for the NA to use a higher level of initiative, as 
identified by one nurse when she said: “I find that a little frustrating but I understand that 
there’s no initiative, but it would be unsafe for them to have initiative” (40235).   
Individual NA’s personality traits and interpersonal skills influenced working 
relationships and the nurse’s perception of the NA performance of their role. A higher value 
as a team member was placed on NA who were agreeable, approachable, trustworthy and had 
strong interpersonal skills. The importance of the nursing team members working together, 
independent of differences in personality was emphasised by one nurse when she was 
discussing the impact of the NA’s personality on their performance of the NA role: “it comes 
down to the personality of the person [NA], but then we’ve all got different personalities so 
 228 
 
we have to follow the role that we’re in” (40320). Nurses noted that it was important for the 
right person to be chosen for the NA role, as “it’s not the role it’s the personality clashes” 
(41224) that impacted nursing teamwork and their perception of the effectiveness of the NA 
position in the acute hospital setting.  
It was evident from the nurse’s reflections that an effective NA–nurse working 
relationship was built upon mutual trust and respect between the two parties. Characteristics 
such as respect, trust, fairness and consideration between team members were linked to solid 
working relationships and effective teams in this case study. One nurse stated: “there’s just so 
much work that needs to go around and we’re pretty good up here, we work as a team … 
everyone’s considerate of each other” (40103). Nurses who described poor working 
relationships with NAs commonly shared a feeling of mistrust and the perception the NAs 
“need a kick up the bum” (41223). This was associated with the nurse’s unmet expectations 
of the NA’s contribution to the nursing team, and/or personality clashes, with one nurse 
stating: “I just don’t ask [for help] anymore which is sad” (40263). The perception that a NA 
was unapproachable also had a negative impact on working relationships and team work in 
the ward environment as noted below:  
Therefore you’re not inclined to ask them for work to help you either 
because they, they, this particular person comes across as quite 
aggressive and if you actually ask them to do things, this particular 
person turned around and said “well you’re bullying, you’re pushing” 
“because you’re looking for me, you’re obviously staking me” like 
full on. I’m not just making this up, this has happened, so it doesn’t 
make you inclined to ask them for help when you’re really, really 
busy (40206). 
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There was criticism by the nurses that some NAs exercised favouritism and would 
predominantly help nurses that they liked, or avoid the nurses that they did not like. This was 
perceived as a barrier to the effectiveness of the NA role:  
The [NA] gets along well with that particular person and then 
suddenly they’re in that room doing all their beds and all their 
showers, everything that would be required in that particular day, or 
somebody that they don’t get along with and they’re not the same 
that’s it, end of story (41232).   
I have had one say “I’m not helping I just don’t want to, I don’t like 
him” (41223). 
They also expressed frustration that NAs who did have a solid work ethic or a more agreeable 
personality, may be taken advantage of by less dedicated NAs and nurses. An example of this 
was when one of the NAs would change areas to avoid working with heavy patients:  
One of our [NA] really dislikes one particular end of the ward 
because it’s often heavy and she’ll actually boss the other one and 
they swap … ones just doing the bit she likes to do… our other [NA] 
really lovely and she is so getting shafted (40222). 
Nurses expressed concern that NAs with lower confidence levels may be less inclined to say 
no if they were asked to perform something out of their scope or beyond reasonable. From 
this section it may be seen that an individual’s characteristics played an important role in the 
integration and response to the NA position in the acute hospital setting. 
8.6 Summary 
This chapter provided a detailed examination of the results of the data analysis for the 
nurse embedded unit of analysis. It describes the impact of the ward cultural values and 
norms on the NA role, the expectations of the NA role, the importance of communication and 
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education to the NA role, the response of nurses to the NA position and the impact of the 
individual in the NA position in this case study.
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Chapter 9: Nurse Leaders Results 
9.1 Introduction 
This chapter presents the results of the nurse leader embedded unit of analysis of this 
case. The chapter is broken into four main sections: the impact of ward cultural values and 
norms in the acute hospital setting on the NA role (see Section 9.2); expectations of the NA 
role in the acute hospital setting (see Section 9.3); communication and education essential to 
the successes of the NA role in the acute hospital setting (see Section 9.4); and managing the 
integration, recruitment and performance of the NA role in the acute ward setting (see 
Section 9.5). For purpose of this case study, policy makers, managers, NA supervisors and 
educators form the nursing leader unit of analysis (see Section 5.3). Participant role 
designations are not provided in this chapter, due to the potential identification of participants 
by those close to the case. An exception to this was made when it was deemed that the 
information did not contain any identifying information or attitudes, and the position of the 
speaker was pertinent to the context of the quotation. The quotes used in this chapter are 
verbatim and therefore may not be grammatically correct. 
9.2 Impact of ward cultural values and norms in the acute hospital setting on the 
NA role 
“Ward culture now defines what their behaviours and their practices are” (20206) 
Ward cultural values and norms were influential to the integration, management, performance 
and impact of the NA in the acute hospital setting. This section discusses guiding the NA in 
the acute hospital setting, differing interpretations of the NA role, allocating and autonomy in 
the NA role, the importance of understanding the NA role and the impact of the NA role on 
nursing practice.    
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9.2.1 Guiding the NA role in the acute hospital setting 
The description of the intention and function of the NA role in the acute hospital 
setting, presented by the nurse leaders, was in line with organisational policy and guidelines 
(see Chapter 6). Nurse leaders recognised that the NA was considered “the hands the eyes the 
ears of the nursing staff” (20904), and that the NA model of care was “now part of the 
routine” (20907) on the wards where the NA worked. It was accepted by nurse leaders that 
the NA was “not just a pair of hands to get task orientated things done as quickly as possible 
but they’re there to perform that extra special care” (21109). Further: 
It means that they [nurses (RN/EN)] are able to practice more safely … it 
takes a little bit of that pressure off to preform basic hygiene and be able to 
concentrate on the more complex tasks and, and planning their day (20110). 
Nurse leaders promoted the positive contribution NAs had on meeting organisational targets 
and standards, such as assisting in the preparation of patients booked for early discharge on 
the ward. For the effective, productive and safe integration of the NA role into the nursing 
team, nurse leaders identified the importance of: 
Ensuring that the registered nurse, enrolled nurse, the [NA] all work within 
their scope of and all three parties are aware of their roles and 
responsibilities when it comes to supervision and delegation and 
accountability (20903). 
 
Nurse leaders recognised the importance of clear NA guidelines73 in the acute hospital 
setting. They further identified that “consistency across the health service” (20906), in the 
interpretation of the NA guidelines, was fundamental to the effectiveness and sustainability 
of the NA role. Despite the majority of nurse leaders providing a positive appraisal of the 
                                                 
73 Organisational policy, the NA position description and individual based competency files73. For the purpose 
of this case these documents are referred to as the NA guidelines. (Chapter Six p. 159, 162).  
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clarity and level of adherence to organisational NA guidelines, there was evidence that there 
were “grey” areas within the guidelines that were open to interpretation and exploitation, 
which is examined in Section 9.2.2. Nurse leaders who questioned the interpretation and 
clarity of the NA guidelines advocated that “the [NAs] scope needs to be prescriptive” 
(20901), to maintain consistency and compliance in the understanding and practice of the NA 
role, in the acute hospital setting.  
The NA role guidelines were criticised by one nurse leader for being limited in their 
scope, beyond the supervision of the position and the tasks that the NA was to undertake. 
This nurse leader expressed concerns about the low level of direction in the maintenance of 
the NA role, regarding ongoing education programs for the NA and the nurses (RN/EN) 
working with the NAs when she stated: “there is no policy, nothing that says that for example 
it needs to be part of orientation … the policy doesn’t say, reflect that we need to kind of 
keep up the education and refresh” (20203). These concerns were not expressed by other 
nurse leaders; however, they were validated in the evidence from this case study. Deficits in 
the ongoing maintenance and education for and about the NA role were acknowledges by 
participants from multiple stakeholders groups. This lack of direction concerning the support 
of the NA position at the policy level was also evident in the discussions with the nurse 
leaders. 
Nurse leaders confirmed the importance of support and respect for the NA in the acute 
hospital setting. There was an agreement that “they [NAs] become part of that team [nursing 
team] and we [the ward] support them” (21112); however, there were inconsistencies found 
within the nursing leader’s understanding of how and by whom that support was to be 
provided. The level and quality of support the NA received in the ward environment was 
shaped by the culture of the ward and the understanding and attitudes of nursing management 
personnel, nurse educators, and nurses (RN/EN) on the ward. It was recognised that “you do 
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have to have someone that can guide them [NA]” (20208); however, contention existed 
within the nurse leaders as to whether support should be constrained to the ward level or a 
dedicated NA support person would be beneficial: 
As we get more and more [NAs] within the organisation I think it would be 
useful to have their own support person for their organisation. So that they 
if they’ve got any issues, they’ve got someone that they can go to just for 
advice … it would be useful to have someone who could actually go and 
support them [NAs], to remind people of and themselves of what they can 
and can’t do and what the restrictions of the role actually are (20904). 
Nurse leaders who supported a dedicated support role for the NA argued that it would 
promote consistency in the understanding and practices of the NA position.  
9.2.2 Differing interpretations of the NA role  
Nurse leaders identified that the NAs had been “integrated into the ward culture and 
the ward culture now defines what their behaviours and their practices are and … that would 
vary markedly across the wards” (20206). They attributed this variation between wards to the 
differing cultures and needs of the wards. The NA’s duty list was modified according to the 
needs of the individual wards (see Section 6.4). It was recognised by nurse leaders that NAs 
who predominately worked on wards where the nurses (RN/EN) demanded less assistance 
were given a broader role on the ward, as described by participant 21109: 
Their [the NA’s] role has expanded in that the [NAs] on (x ward) can 
answer the phones or can take queries, when they have a lot of discharges 
they are able to help with the paperwork to pack all that up in coordination 
with our ward clerk. So whilst they’re predominately a [NA] they’re a 
health assistant for the ward in general  
Nurse leaders recognised that divergences from the basic NA duty list were related to “how 
much leniency or scope that they’ve [NA’s have] been given by that ward, as to what other 
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duties they would take on” (20206). An example of this was the testing and maintenance of 
equipment on the ward, as described by participant 20206 when discussing the 
responsibilities of the NA: 
For something like a glucose and blood sugar testing machine, as an RN I 
see it’s my responsibility to be checking that and ensuring that’s done, 
because I feel that’s out of the [NA] scope of practice, but I’m aware that 
some of them will do the testing on those machines.  
The culture of the ward was influenced by the understanding and attitudes of the staff 
working in the individual ward environments. Differing interpretations of the NA guidelines 
and ward practices were found in the evidence of this case, as one participant reflected:  
I saw a [NA] in a medication room which is actually you’re only able to 
access with your key card and they were in there on their own restocking 
… there was no other RN in there, so my concern was that we’ve left a 
[NA] in a room where there’s IV medications and oral medications and 
that’s a locked area … my first concern was for their [the NA’s] welfare 
because if anything had have gone missing and they’d been seen in there, it 
puts them in a very, very precarious position … When questioning that one 
I saw in the drug cupboard, even the nurse in charge said “oh no we always 
let her do that” and it’s ok but across the other ward I’ve not see a [NA] in 
the drug cupboard, it comes down to the culture of the ward and what they 
then accept as being acceptable for that [NA] (20206). 
The management and support of the NA influenced the behaviours and practices of the NA in 
the ward setting. The level of interaction ward managers and educators had with NAs varied 
between wards and individuals. There was a contingent of nurse leaders who provided active 
support for the NA, encouraging a cohesive team approach, who stressed the importance of 
“communication talking to them [the NA], knowing your staff” (21110). Whereas, there were 
also reports of nurse managers who were “very detached with the clinical area and see’s the 
[NA] as cheap” (20304). The nurse leaders’ approach to the NAs impacted the opportunities 
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given to the NA to further develop, and take ownership of their role in the acute ward setting. 
Some provided the NAs working on their wards opportunities for further education. Other 
nurse leaders endorsed the NA taking on a project on the ward, joining a work group or 
becoming a “champion” in a certain area. This was described by two nurse leaders:  
Because of the new national standards I’ve asked them to be part of the 
pressure injury group … because they wash a lot of the patients they can 
identify red areas suggest that we might need to get an air mattress for a 
patient that type of stuff … it actually helps them and makes them feel 
more part of the team as well part of the national standards (20902). 
There’s also ownership they take over things like looking after equipment, 
one of them has become very interested in falls and she’s become a bit of a 
falls champion … she’ll go in and completely de-clutter a room and make 
sure they’ve got all the right beds and the right equipment and using crash 
mats, advising the nursing staff on what other strategies they could use, so 
it’s sort of gone beyond just the clinical aspect of their role which is the, the 
advantage of having [NAs] that have been around for a few years (21112). 
These examples demonstrated the inconsistencies in the interpretation of the NA role 
guidelines, as other nurse leaders would argue that the recognition of pressure areas and 
advising nurses (RN/EN) on equipment would be beyond the boundaries of the NA role. 
Nurse leaders presented a reactive approach to the management of the NA position. 
Management relied on safety reports and staff reporting for the identification of issues with 
the position, rather than establishing proactive monitoring strategies. This may have been due 
to the relatively new nature of the NA position in the context of this case.  
9.2.3 Allocating the NA and autonomy in the role 
Nursing management personnel at the ward level directed the workflow processes for 
the NA role. Nurse leaders agreed that, “we want to make sure that that [NAs] aren’t used as 
pack horses doing all the physical work otherwise they will just get burnt out … so the 
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allocation needs to be done sensibly” (20901). The workflow process of the NA—including 
how the NA workload was allocated, the level of autonomy and initiative the NA was 
permitted to possess on the ward, and strategies implemented to maintain fairness and variety 
in the NA workload—influenced the behaviours and practices of the NA in the acute ward 
setting:  
Sometimes they [NAs] were given the workload would often be very high 
for the [NAs], so they might be doing seven or eight washes or showers in a 
morning shift … So it was trying to make sure that everyone thought about 
the workload, but also thought about the tasks they were allocating and 
remembered their own responsibility in relation to providing that that their 
workload and the support to the [NAs] (20904). 
 
Some wards applied a high level of structure in NA workload allocation. This was to 
maintain fair workloads and support NAs who required additional direction in their 
workflow. The most prominent workload allocation model presented by nurse leaders was the 
nurse in charge allocating the NAs to the areas of the ward most in need of assistance, and 
then the NA reporting to the nurse in charge when they had completed their duties for further 
allocation. The effectiveness of NA workload allocation was disputed by some nurse leaders, 
one identified:  
The [NAs] are just being left to their own devices. They should be 
reporting back to the ANUM but they don’t. So they just come in and move 
themselves around … no one knows what they’re [NAs are] doing, no one 
knows where they are, no one knows (20203). 
This criticism was linked to what a nurse leader considered an acceptable level of autonomy 
for the NA in the acute ward setting. 
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There were inconsistencies in the nurse leader’s expectation of the acceptable level of 
autonomy and initiative the NA was allowed to display when working in the acute ward 
environment. The existence of these inconsistencies, again, demonstrated the different 
interpretations of the NA role guidelines. There were some nurse leaders who interpreted the 
policy to mean that the NA should exhibit no autonomy or self-direction in their work: 
The [NAs] would not take it upon themselves to delegate their own patient 
load or they would decide themselves where their skills would be needed, it 
would be under the direction of the registered nurse in charge of that shift 
(20901). 
Whereas, other nurse leaders embraced the level of autonomy and initiative the NA displayed 
on the ward, as “over time the [NAs] have probably developed a lot in their autonomy” 
(21112), and “they become more and more experienced themselves they are able to use a lot 
more initiative, so they’ll know that they need to spend the time with that nurse with those 
group of patients” (21109).  
The allocation of workload and workflow of the NA role was a complex activity, 
which was dependent on multiple factors including, but not limited to, the culture of the 
ward, personality and skill set of the NA, and the needs of the patients and the nurses on the 
ward. This complexity and the need for clarity in this space was summed up in participant 
21201’s comments on the allocation and tracking of work of the NAs: 
Sometimes it’s tricky with what they’re doing, both positive and negative, 
they can be pulled in all different directions by everyone wants them and 
sometimes you’re not sure what they’re doing, because they’re wandering 
around, because no one’s actually controlling them as such. 
Further complicating the allocation and workflow of the NA role was the theoretical 
constraint placed on the allocation of NAs to assist new graduate nurses and bank staff, in 
some situations by nurse leaders. Nurse leaders agreed that new graduate nurses should not 
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be allocated a NA to assist them in their work, and that it was “better for them [new graduate 
nurses] to be looked after by the rest of the team rather than [NAs]” (20110) as: 
They’re just learning the ropes themselves and they’re given this added 
responsibility of supervising making a call assessing their patients making a 
call that a judgement call on who “on what tasks I will delegate to the 
[NA]” and then making that further call of saying “will I do a direct and 
indirect supervision here?” (20203). 
Additionally, it was maintained that on some wards “we don’t allocate a [NA] to bank or 
agency nurses because we don’t know their comprehension of supervision delegation” 
(21110). This was attributed to “bank staff have a poorer understanding and they only get 
educated if they happen to be on the ward, when the ward education is occurring” (20904). 
Despite this, both of these groups were assisted by the NA role. The preclusion of the new 
graduate nurse and bank staff who were unknown to the ward being allocated to work with 
the NA, was based on the nurse leader’s recognition of the importance of those working with 
the NA having a good understanding of the NA role and their responsibilities when working 
with them. 
9.2.4 Understanding the NA role 
A review of the nursing leadership group’s reflections on the practices and behaviours 
of the NA, revealed the importance of each of the nursing team members understanding their 
role and responsibilities when working on the ward, and “keeping those boundaries very clear 
for all that’s really important right from the very start” (20110). Participant 21112 provided 
an example of why a clear understanding of each team member’s role was important and how 
a lack of understanding had the potential to be detrimental to patient care: 
I did have someone step out of the [NA], step out of their scope of practice 
… She was trying to help a graduate nurse and the graduate didn’t have the 
confidence to actually stop the person doing what they were doing … even 
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though we’d done orientation to the [NA] role, because they hadn’t worked 
with them before they weren’t confident them self and the [NA] was much 
older and had been here a lot longer than her, that was the problem, lack of 
experience with the role and lack of understanding around what the role 
could do lead to that issue.  
This excerpt also validates the nurse leaders concerns about the NAs being assigned to work 
with the new graduate nurse group. Inconsistencies existed in the evidence provided by nurse 
leaders in this case study as to the nursing teams’ understanding of the boundaries of the NA 
position and the adherence of NAs to practice within these boundaries.  
Nurse leaders presented a positive outlook on the NAs understanding of their role, 
with one nurse leader confirming “the [NA] know what they can do and can’t do, they’re 
aware of their limitations as well” (20902). However, members of the nursing leadership 
cohort emphasised that it was important the NAs were monitored and effectively managed on 
the ward as:  
There was the tendency for a couple of the [NAs] to start thinking that 
because they’ve been there for so long they could do a little bit more, and 
some of them had to be pulled back a little bit, but most of them they 
didn’t. But I think part of that is how it’s managed on the ward and making 
sure the ward themselves remember what the [NAs] can and can’t do 
(20904).  
Further, it was also recognised by participant 20304 that:  
The [NA] understand their scope of practice, however, what they don’t 
clearly understand is that they can become skilled in a task, but that doesn’t 
mean that they can do that task on different cohorts of patients ... They can 
feed a patient who is frail and elderly and just needs help opening food but 
they’ve been signed off that they can feed a patient so we’ve had trained 
[NAs] attempt to feed spinal patients by sitting them up.  
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This indicates the importance of nursing staff understanding the role of the NA, knowing the 
competencies of the individual NA, and conducting a nursing assessment on the patient prior 
to delegating a duty, such as feeding a patient with swallowing issues or movement 
restrictions. 
Nurse leaders were confident that the nursing staff would have a basic understanding 
of the NA role, as “the cultural change is now embedded so everyone’s really clear on who 
these people are, what their scope of practice is and what the expectations are of the nurses 
working with them” (20907). Conversely, there were other nurse leaders who were critical of 
the nurse’s (RN/EN) understanding in this space, and they expressed concerns that “the 
nurses do not realise how serious things can get” (20206). One nurse leader shared an 
experience she had with nurses (RN/EN), discussing their knowledge on working with the 
NA:  
I was having a conversation with them [nurses] just earlier and they were 
asking me questions and went over what accountability was, their 
responsibility was and they’re still not clear. They still don’t know … 
you’ve got some excellent [NA] that know what their boundaries are, but if 
they didn’t the nurse wouldn’t know … the registered nurses aren’t even 
aware of their responsibilities working with enrolled nurses and their 
supervision (20203). 
The nurse leader’s perception of the nurses (RN/EN) understanding of their responsibilities 
when working with the NA role will be expanded upon in Section 9.3.2. Despite the nurse 
leaders’ conflicting opinions about the nurses (RN/EN) understanding of the NA role in the 
acute hospital setting and their responsibilities when working with them, it was agreed that 
nurses need to be “comfortable and confident with their scope of practice and their role in the 
supervision and delegation … they need to really clear about the framework they deliver care 
in” (20903).  
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9.2.5 Impact of the NA on nursing assessment  
The impact of the inclusion of the NA into the nursing team on the nursing 
assessment of the patient was a contentious issue within the nursing leadership participants. 
There were two aspects of nursing assessment discussed by the nursing leaders: the impact 
the NA had to the performance of the nurse’s comprehensive patient assessment, and the 
importance of the nurses assessing the “complex needs of the patient” (20904) and the “skills 
of your [NA]” (20904) to determine appropriate delegation and supervision. This will also be 
expanded upon in Section 9.3.2. There was a belief by some nursing leaders that nursing 
assessment would be negatively impacted and care would become fragmented through the 
inclusion of the NA in the nursing team. There was a great deal of passion expressed in 
regards to this issue, as demonstrated by participant 20304’s discussion on the impact of the 
NA on nursing assessment:  
From my perspective I see it really fragmenting patient care, I feel it 
really altering the relationship that nurses have with patients … the 
intimate moment of patient care the touching, the physicality, the 
intimacy which formed the basis to your education and that could 
only be performed when you were doing intimate functional care 
like showering, dressing, washing, and for most wards the shower 
was the area where you discussed discharge with patients, and they 
told you so much about their lives and the problems they were 
going to have with going home. So I think having someone else to 
go in and do that functional care has a huge impact. I think nurses 
will lose skills related to assessment, discharge teaching, 
communication … we’re losing what it means to be a nurse. 
Conversely, there were other nurse leaders who believed that nurse’ “needed to change their 
practice and the way they work to actually take advantage of the role” (20906). This involved 
developing the understanding that “they [NAs] work with the nurse … it’s a combination of 
care” (20902) and creating an “awareness of not fragmenting the patients care … that you 
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can’t reduce patient care to tasks they [the NA] are part of that holistic care team … it’s not a 
production line factory floor kind of thing” (20907).  
 
9.3 Expectations of the NA role in the acute hospital setting  
“People probably get into a bit of a comfort zone and make assumptions” (20901) 
Expectations existed about the value of the NA role, the integration of the NA role and the 
future of the NA role in the acute hospital setting. This section discusses meeting these 
expectations, the expectation of supervision and delegation, and the future and sustainability 
of the NA in the acute hospital setting.  
9.3.1 Meeting the expectations of the NA role 
An anticipated outcome of the addition of the NA to the nursing team, in the acute 
hospital setting was that the nurses (RN/EN):  
Need to focus more on the higher level duties around care planning around 
assessment around supervision and delegation and around performing the 
tasks that a [NA] clearly can’t so it means that their time is going to be 
freed up to do more of that higher level work (20903). 
This expectation was reiterated by multiple nurse leaders, as one of the key benefits of the 
inclusion of the NA in the nursing team. Further: 
There’s a whole bigger picture of how their [NAs] role has in turn helped 
the RN and improved the patient care as a general whole … we’ve got the 
ability to provide greater fuller holistic nursing care to our patients (21109). 
Despite this positive affirmation, there were some in the nursing leadership group that 
questioned this view and argued that:  
It was supposed to make it so that the nurse had more time to do the higher 
order stuff like patient assessment, that doesn’t happen ... I can’t see people 
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doing anything differently … it has made no difference and this 
organisation should be actually measuring, actually going back and 
assessing what that role has actually achieved for nurses, other than a pair 
of hands (20203). 
These participants, questioned what nurses (RN/EN) were doing with their “free time”, with 
one nurse leader sarcastically remarking “they’ve got Facebook back at the hospital” (20203). 
One senior manager indicated that the NA “just make their [nurses] work more achievable” 
(20906). 
9.3.2 Expectations of supervision and delegation of the NA role  
Nurse leaders, confirmed that the practice and understanding of supervision and 
delegation, in the context of working with the NA in the acute hospital setting, was important 
“because we don’t get that right, then it dilutes the effectiveness of the role” (20901). There 
were inconsistencies in the nurse leaders’ expectations and perception of the nurses’ practice 
of supervision of and delegation of the NA role, the adequacy of supervision, and the need for 
improvement in this space. The NA role procedure guidelines provided direction on the 
appropriate supervision and delegation of the NA in the acute hospital setting (see Section 
6.5). This case revealed that nurse leaders had different interpretations and expectations of 
when indirect and direct supervision should be applied and what constituted indirect 
supervision. There were nurse leaders who adopted a very conservative approach, one stating 
“I don’t think any [NA] should ever be left alone with a patient” (20304); whereas, there was 
a more broad outlook expressed on what constituted supervision and how it was actioned in 
the acute ward setting as described by participant 20907: 
A registered nurse might ask the [NA] to do a shower or something while 
they go to tea, so ultimately they’re not there but the assumption is that 
when you go to tea somebody else is kind of keeping an eye on you 
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patients … you could argue there’s always the shift leader on the floor, so 
there is always an indirect supervision kind of relationship.  
Nurse leaders promoted the positive impact the education of nurses in supervision and 
delegation during the roll out of the NA position had on their understanding of these 
concepts. However, there was concern over the nurses’ understanding of the application of 
the different types of supervision in practice, as described by participant 20903: 
At a pretty broad level they would understand that a nurse could do this but 
the [NA] can’t or can do this when it comes to breaking it down direct care 
indirect care, indirect supervision and direct supervision, I think it might 
sort of go over the top.  
It was identified by the nursing leadership group that: 
The problem you run into is the longer a [NA] has been in an area, the more 
confident a nursing staff member becomes in them and then it can 
sometimes skew what their direct and indirect supervision can be (20208).  
The nurses (RN/EN) “trust them [the NA] and so that supervisory role is not always in place” 
(20206). Due to this, it was identified that “you do have to keep a consistent approach to it 
[supervision and delegation], so continual education programs to both the registered nurse 
and the [NA]” (20208), which was not in place at the time of this case study. 
Nurse leaders argued that education, clarity in the supervision and delegation space, 
and support within the ward environment would improve the practice and understanding of 
supervision and delegation. It was acknowledged by senior nurse leaders that at the 
organisational level, “at the moment we don’t have anything ongoing” (20903) to ensure the 
adequacy of the supervision the NAs were receiving in the acute ward setting. At the ward 
level the nurse managers promoted a clear support structure to ensure supervision was 
adequate such as: 
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The PRD [sic] [performance review] process the professional development 
groups the indirect supervision through the shifts, the reporting back to the 
nurse unit manager or the nurse in charge issues so to me, that structure is 
in place and works well (21111). 
Clear guidelines and further education were identified by nurse leaders as important tools to 
improve supervision and delegation of the NA role “if there’s any opportunity to improve I 
think ongoing education and consistency of that education and perhaps monitoring in some 
capacity of what is actually happening” (21001). It was noted by one nurse leader that:  
Being able to supervise and delegate incorporates skills and skills such as 
being able to give feedback … leadership skills like being able to critically 
appraise activities what needs to be done how to delegate those activities 
they’re all skills and from my experience, I don’t see many RNs having 
those skills (20304). 
The nurse leaders recognised the importance of refreshing the nurses (RN/EN) knowledge as 
nurses (RN/EN) “get all sorts of things thrown at them all the time, so just bringing that 
[supervision and delegation responsibilities] to light again and making sure that’s at the fore 
front of their mind” (20110). As:  
Sometimes it can be easily forgotten and so the nursing staff need to be 
totally aware of what it actually means to be supervised what tasks need to 
be supervised directly or indirectly … it’s not just a case of giving them a 
task and then forgetting about it (20904). 
 
Multiple concerns were raised over the potential issues that may arise due to 
inappropriate expectations of nurses (RN/EN) in the delegation of duties to the NA. These 
concerns centred on the expectation by nurses (RN/EN), that the NA was there to do the 
“dirty work”, and that the nurse (RN/EN) may take advantage of the NA role. A common 
concern expressed by the nursing leadership was the potential for nurses to 
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delegate and forget, so potentially there could be a situation where the 
registered staff kind of delegate off everything and then leave themselves 
with perhaps not much more than medication to work through (20907).  
There were further concerns that nurses (RN/EN) will “leave those things [dirty work] 
because they expect the [NA] to do them … that they’ll say ‘just get the [NA] to do it’” 
(21110). In addition to these concerns, it was identified by members of the nurse leadership 
group: 
That the nursing staff have grown so used to having that extra capacity built 
in to provide the care that when they’re [NAs are] not here the patients miss 
out and they [nurses (RN/EN)] have to do it [task], so it may not 
necessarily get done as well or things might get missed (21111). 
 
The nurse leader’s perception and expectations of the nurse’s level of understanding 
of their accountability and responsibility when working with the NA in the acute ward setting 
varied. Nurse leaders agreed that in theory, the nurses understood they were accountable and 
responsible for the duties they delegated to the NA; however, how this was interpreted and 
practiced in the ward environment varied between individual nurses. One nurse leader 
criticised the nurses’ ability to apply the principles of accountability and responsibilities in 
their daily practice when she said “they’ve got an idea of accountability and responsibility, 
but they don’t know how to operationalise that and know how to make it work, how to apply 
it in the clinical area” (20203). It was argued by another nurse leader, that the NA had 
become embedded into the culture of the nursing team and, therefore, the nurse was no longer 
mindful their accountability and responsibility, it had just become part of the daily routine as 
described below:  
The RNs are aware that if they delegate a task or role to a [NA] that they’re 
the person that ends with and answers to ... I don’t think we think about it 
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on a day-to-day basis when we’re allocating tasks though, like I don’t think 
that it’s something forefront in our minds … that’s come from a culture of 
them really being integrated into our team … that’s formulated a trust 
between the [NA] and the RNs and therefore I don’t think the RNs would 
consciously be thinking of it [their accountability and responsibility] it’s 
just kind of now culturally embedded into how we practice on a day-to-day 
(20206). 
There was an expectation by some nurse leaders that due to the trust built between the nurse 
(RN/EN) and the NA, “people probably get into a bit of a comfort zone and make 
assumptions” (20901) about what people could do and the level of supervision they required. 
One nurse leader went as far as to say “my concern is that we’ve almost abdicated that 
[accountability and responsibility of the delegated task] because we have so much faith in our 
[NA]” (21111). Nurse leaders, recognised the importance of nurses (RN/EN) understanding 
their accountability and responsibilities when working with the NA, as nurses (RN/EN) “need 
to be prepared that they’re going to have to get used to working with like roles in the future” 
(20903). 
9.3.3 Future and sustainability of the NA role in the acute hospital setting 
The nurse leader’s expectations about the future and sustainability of the NA role in 
the acute ward setting varied. There was a general consensus that the NA would remain a 
viable position; however, there were divergent views as to what the place and scope of this 
role would be in the future. There was a focus on cost effectiveness and the sustainability of 
the role in its current model:  
It concerns me that unless it becomes part of ratios and replaces nurses I 
can’t see how it’s sustainable, even if it does not get rid of a nurse and 
replace them with a [NA] where acuity increases and you actually needed 
more nurses but instead they bring in more [NAs] it’s still the same to me, 
it’s a concern that they will take over nursing positions (21201). 
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It was recognised by the nurse leaders that the increasing complexity of the nursing 
workload, anticipated nursing shortages and budgetary restrictions would require the NA 
model to be adapted to meet the increasing demands on the nursing workforce in the acute 
ward environment. There was an expectation that the NA role would expand its duties and 
increase in numbers on the wards, “it’s just going to expand and evolve over time … as we 
have less registered nurses available, we’re in a false economy at the moment, but that will 
change and these positions will start to come in” (20903). It was noted by one nurse leader 
that there were already tools in place to facilitate the expansion of the NA duties which 
included observations charts: 
Which have got the traffic light system which doesn’t really require 
anything other than nursing by numbers. Where if you document a vital 
sign in a shaded area there’s a little box that tells you corresponding colour 
that tells you what you have to do (20203).  
The expansion and proliferation of the NA role in the future, was opposed to by many nurse 
leaders who insisted “it [the NA role] needs to stay outside of our ratios because otherwise it 
defeats the purpose of bringing them in the first place” (20904).  
It was noted that due to deficiencies in the current NA model, such as barriers to the 
replacement of NA hours and the structure of the traineeship, the current NA model would 
require modification to maintain the positions sustainability: 
From a sustainability point of view … we need to address some things 
around our model as far as how we replace our [NAs] in a timely manner 
… there’s some areas that don’t have their full quota of [NAs] at the 
moment because we take this intake and put people through a traineeship, 
it’s not like we can just suddenly bring someone on when someone drops 
their hours … how do we make sure that we maintain the level of 
workforce on a constant basis continually throughout the year and into the 
future (21001). 
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The NA model of care was criticised by members of the leadership group because they 
perceived it was not based on the needs of the wards; rather, a “blanket policy” was put in 
place with no measurement of the outcomes of this policy, in regards to the effectiveness of 
resource allocation. The following excerpt demonstrated one nurse leader’s evaluation of NA 
resource allocation in the hospital organisation: 
It has got a role absolutely, it has got a role but management needs to go in 
and assess every area individually … our [NA] here by 11:30–12:00 has 
nothing to do and is sitting with the ward clerk … they [senior 
management] just say you’ve got to have another one whether you like it or 
not … We’re scratching to find them things to do. So it’s kind of a bit of a 
waste, we could do with a registered nurse … to be honest, particularly on 
this ward I wouldn’t want to really work with a [NA] … in some areas not 
best value for money because you just need a registered nurse to do the job 
(20203). 
Further examples were provided by other nurse leaders of wards that were unable to gain 
maximum value from their NA, due to the limitations of the NA position, and the type of 
patients that were present on the wards:  
The two we’ve got are fantastic but I’m not sure that they value add a lot to 
(X ward) … our patients are a fairly ambulant group, most of them get up 
and shower, most of them eat drink, so we don’t have a lot of assisting, in 
those it’s more tech environment so there’s a lot of things the [NAs] can’t 
do within that environment (21201). 
The future direction of the NA role was a complex issue with one nurse leader indicating “it’s 
a double edge sword you know, that we need them but the risk is by having them, then 
governments will look at cheaper ways of providing health care” (20904) through expanding 
the NA model of care.  
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Nurse leaders confirmed that there was the expectation for the NA to perform the role 
of a CPO in the acute ward setting. The cost benefits of allocating the NA role were 
emphasised by the nurse leadership group as they were “actually reducing the cost of 
specialling” (21109). Nurse leaders perceived that the NAs “manage them [patients] far better 
than a casual CPO does” (21112); however, it was acknowledged that most NAs “don’t 
actually really enjoy [being a CPO] it because it’s quite stressful” (21112). Due to this 
managers had:  
to be mindful that if you’re specialling someone shift in shift out for a few 
days in a row it can be quite challenging so we have to be mindful that we’re 
giving them the right breaks, not only during the day but also giving them a 
break for a shift as well (21109). 
 
9.4 Communication and education essential to the performance of the NA in the 
acute hospital setting 
“Everybody should have the opportunity to further develop and have an opportunity 
to be supported” (21111)   
 
Communication, as broad concept, was discussed by the nursing leaders in this case 
study. Nurse leaders discussed: 
 the communication of the intention of the NA role  
 the NAs’ communication skills  
 the NAs’ provision of feedback about patients to nursing staff 
 the confidence and strength of the NA to speak up for themselves  
 identification of the NA in the ward environment.  
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The importance of effectively communicating the intention and the function of the NA role to 
all relevant parties was identified. One nurse manager provided an example of this when she 
discussed a NA who required further clarity in what was required in her role: 
One of my [NA] that I had thought her role was to be a paid visitor, like she 
would sit a lot of the time talking to the patients, while there was a lot of 
other things happening where she could have been involved like making 
beds and taking patients to the bathroom she saw herself more as a visitor 
being paid (20902). 
This section discusses communication in the professional teamwork environment and 
education and support for the nursing team in the case of a NA practicing in an acute hospital 
environment. 
9.4.1 Communication in the professional teamwork environment 
Nurse leaders recognised that it was important that NAs were able to communicate in 
a professional manner when they interacted with the patients and their families, the 
multidisciplinary team, and other members of the nursing team. Nurse leaders reported that 
the communication skills of the NAs varied between individuals. Some expressed concerns 
about the lack of professionalism in the standards of communication certain NAs displayed. 
This was demonstrated describing one NA communication with patients as, “totally 
inappropriate to patients … he has no idea how to interact with people who have got (X 
illness)” (20304). In situations where the NA displayed limited communication skills, further 
education was required for the NA. This was described by participant 21111 when she was 
discussing a NA with poor communication skills: “she didn’t even know how to have a 
conversation with an older person, so her clinical support nurse actually spent a lot of time 
specifically working around those communication skills” (21111). Effective communication 
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skills were also important for the NA, as the NAs were commonly mistaken for nurses 
(RN/EN) because they wore the same uniform as the nurses (RN/EN) on the ward (see 
Section 6.6). Nurse leaders had mixed opinions regarding the NA wearing the same uniform 
as the nursing staff on the ward. Those who were in favour of uniformity put forward the 
argument that it “makes them [the NA] feel part of the team” (20208). 
Nurse leaders promoted building an inclusive team environment where the NA was 
empowered and “encouraged to speak up if they see something wrong … to speak up if 
they’re unsure or if they’re not able to do it” (20110). It was recognised that “as a [NA] you 
have to be really strong to say “look I can’t do that” (20904), which was pertinent, due to the 
differing interpretations of the NA guidelines described in Section 9.2.2. A senior nurse 
leader commented that “they [NAs] actually became very much the police of their own scope 
of practice” (20906). In light of this, there was a concern that “some of them [NAs] may feel 
they don’t have the right to say no to nurses because we are supervisors of them” (20206), 
and “some of them [NAs] will just do it because they have been asked” (20904). Further, 
concern was expressed that the NA may not identify: “‘I’m not a nurse’ just let it kind of 
slide, it just depends who the [NA] is” (20203). 
Nurse leaders recognised that feedback from the NA about their workload, workflow, 
completion of delegated tasks and the patients they attended to, was important to the effective 
function of the NA role and working relationships in the acute ward environment. There was 
an expectation that the NA would feedback information about the patient and the task they 
had attended to the nurse (RN/EN). It was noted by a nurse leader that “the [NAs] don’t have 
the skills and knowledge to identify an impending pressure area, but anything that looks 
abnormal they will they would report to the nurse who would then just double check it” 
(20110). Further, there was the expectation by nurse leaders that the nurse (RN/EN) would 
ask the NA appropriate questions, such as “how was their skin? Was there any issues? How 
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did they go? Were they able to do it themselves?” (21109), and monitor the delegated task. 
Nurse leaders also stressed the importance of the NA reporting issues with their workflow 
and workload to nursing managers or ward support staff: 
My [NAs] came to me one day distraught. She said “it’s so busy I don’t 
think I can keep doing this because I feel like I’m failing everyone. I want 
to do everything but I just can’t physically do it” (21110). 
9.4.2 Education and support for the nursing team 
Education of the nursing team, was recognised by nurse leaders, as an essential factor 
in the performance and effectiveness of the NA role in the acute ward setting. Nurse leaders 
addressed the education of the nursing team during the roll out of the NA position (see 
Section 6.10). It was acknowledged that to maintain the quality and safety of practice that 
“we need to make sure that we do ongoing education to all the staff or at least offer it to the 
nursing staff on a regular basis” (20904), regarding the boundaries of the NA role, and the 
nurses (RN/EN) responsibilities working with the NA role. Despite this, formal ongoing 
education or refresher education opportunities were not offered to all nursing and NA staff. 
Nurse leaders also confirmed that no formal education program existed for new nurses 
(RN/EN) about the NA position. There were inconsistencies within the nurse leaders’ 
reflections over the level of introduction new staff required about the NA position, and who 
should provide this information: 
We are in the process of developing some workshops again around 
supervision around delegation and I think that we’re going to have to look 
at the sustainability of those, and how we ensure that new staff coming into 
the organisation are familiar with that framework. So we don’t actually 
have a framework in place which is pretty important (20903). 
Nurse leaders recognised a deficit in the nurse’s (RN) understanding of supervision and 
delegation, in the context of working with a NA and other roles, such as ENs’. Despite this, at 
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the time of this study there were no strategies or programs in place to enhance and maintain 
the nurse (RN/EN) understanding in this space:  
There’s a need for ongoing refresher training on supervision and delegation 
principles, because nursing being the way it is, you’re constantly got staff 
turnover and new people coming in and people dropping out as others 
moving up into more responsible positions within the wards. So I think 
there’s a need for ongoing training, really in that space to make sure that 
people are doing it [supervision and delegation] in an informed way 
(20906). 
It was recommended that refresher or ongoing education to improve the practice and 
understanding of supervision, should consist of:  
Clarity around what supervision is, what delegation is, with some real life 
examples about how that could work in your area … make it live and 
interactive for staff so give some examples of when things have worked 
well and things have gone wrong and when things are in that grey area, 
what to do and support them, so who to go to, or who to raise things with if 
they’re not sure, not comfortable exactly what their responsibility is 
(20903). 
There was support for further education on the NA role, and the nurse’s responsibilities when 
working with the NA role at the undergraduate level, as new graduate nurses “really need to 
understand this and be comfortable working in that framework” (20903). Further, an 
additional focus on leadership skills at the undergraduate level was promoted by some nurse 
leaders “because they’re leaders as soon as they set foot in this hospital” (20304).  
The management and support of the NA role became the responsibility of the 
individual ward teams on the NA completing their traineeship (see Section 6.7). Senior nurse 
leaders expected that the support of the NA “fell on to the shoulders of the nurse educators” 
(20904) on the ward; however, it was revealed this expectation had not been communicated 
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clearly to the nurse educators, as “some of the educators don’t know if it’s part of their role or 
not” (20904). This was confirmed by one nurse leader who stated: “I didn’t realise that 
officially they came under our banner [ward educators] … I don’t think that’s very clear” 
(21201). Some nurse leaders questioned the appropriateness of nursing education resources 
being allocated to the NA role, as there was a concern that “if we have the same educator 
then you are saying they are under the nursing umbrella” (20904), which may later impact 
ratios. This was argued against as: 
They’re [NAs are] supplementing patient care and we [clinical educators] 
have a lot of interest in making sure that the right [NA] are recruited and 
that nurses scope of practice isn’t altered by the [NA] role (20901).  
As described in Section 9.2.2, ward educators and managers had a varying levels of 
involvement with the NA role, with some actively encouraging their development in the ward 
environment and other educators who “are really just signing them off when they get 
feedback from staff that they can do things” (20304). It was noted in this case study that the 
ward nursing educators promoted centrally organised education in this space rather than each 
ward working in isolation, as described by participant 20208: 
A refresher for anybody who’s been working with the [NAs] for a while, 
which is what we’re all doing in isolation through out our areas but would 
that not be more beneficial to do as an organisational wide. So that people 
who were going to those sessions could potentially discuss any problems 
that they may have experienced in different areas (20208). 
The level of support and education opportunities provided to the NA after qualification varied 
between wards. There were nursing leaders who promoted the ongoing development of the 
NA in the acute ward setting, as they perceived “everybody should have the opportunity to 
further develop and have an opportunity to be supported” (21111). Due to this, there were 
some nurse leaders who would send the NAs who worked on their wards to “ward in-services 
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… to manual handling to aggression management study days … because it is important for 
them to maintain their knowledge” (21110). Other wards did not provide addition study 
opportunities; however, most wards offered the NA the opportunity to attend ward in-
services, which were appropriate to their level of knowledge.  
Nurse leaders recognised the importance of “making sure that we’re [educators] not 
giving them [NAs] an expectation to step outside what their scope of practice currently is” 
(20206), through the inclusion of the NAs in education sessions. It was argued that it 
important to remind the NA “this is just for information but you are not doing this, you’re not 
a nurse” (20208). Further, nurse leaders recognised that NAs who were undertaking their 
nursing studies may “potentially think about doing something outside their scope” (20901), 
and may be erroneously encouraged to do so by enthusiastic nurses (RN/EN) sharing their 
knowledge. The idea that “in general ENs and RNs want to share their knowledge and their 
experiences and their understanding of a situation” (20206) was met with some caution, as 
“you’ve got to be careful that people don’t overstep that and think oh it’s just a basic 
dressing, I can show them how to do it because it’s just a basic dressing” (20904). This 
reinforced the need for the nurses (RN/EN) to have a comprehensive understanding of their 
responsibilities when working with the NA. 
 
9.5 Managing the integration, recruitment and performance of the NA role in the 
acute hospital setting 
“The hardest part is getting the right health assistant for the right ward” (20904) 
Management of the integration, recruitment and performance of the NA role in the acute 
hospital setting was important to the addition of the NA to the nursing team. This section 
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discusses acceptance of the NA role in the acute hospital setting and the challenge of 
matching the right person for the NA role.   
9.5.1 Accepting the NA role 
In general, nurse leaders provided a positive appraisal of the function and integration 
of the NA role in the acute hospital setting. One nurse leader identified: “I don’t know how 
we coped without them” (20110). Nurse leaders, promoted the benefits of the NA role in 
areas, such as the patient’s perception of the level of care they were receiving, as described in 
the following excerpt: 
It not just improves the quality of the care we’re giving, it actually also 
improves the patient’s perception of the quality of the care. As a registered 
nurse you’ve given the IV antibiotics and you’ve done all the dressings and 
you’ve done all this complex care … but often the things that the patient 
remembers when they go home was that Susie gave them this really nice 
wash and or “my dad, I came to visit my dad and he had his faced was 
shaved”, and they’re the things that they feel like their being cared for. So 
even though the other tasks are what are keeping them alive, 
psychologically they’re feeling more cared for by the role the [NAs]s 
perform … (20904). 
There were a number of nurse leaders who were critical of the potential impact of the 
inclusion of the NA into the nursing team; however, they valued the work the individual NAs 
did on the ward. One senior nurse leader argued that: 
The only people have voiced negative things to me [about the NA role] or 
that I have heard, have been nurses that have been removed from the ward 
setting, so educators or clinical nurse consultants and those style of roles 
who actually don’t do the bed side nursing anymore (20906). 
Despite an acceptance of the NA position, there still remained concerns from the nursing 
leaders about the direction the NA role would take in the future and the impact this would 
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have on skill mix, nursing numbers and the role of the nurse in the acute ward setting. One 
nurse leader melancholically stated that, “eventually RNs will become antique little cars in 
back yards rusting away” (20206). 
Nurse leaders noted that “it is very important that policy makers and key stakeholders 
sent out that right messages from the very beginning” (20901), to facilitate an environment of 
acceptance, and promote a positive response by nursing and ward staff to the NA position. It 
was confirmed by nurse leaders that there “was some resistance from nurses themselves 
about the roles because of their fear that their scope of practice was being taken away and 
given to relatively unqualified cohorts of people” (20901) (see Section 6.6). Despite this, 
nurse leaders perceived that the nurses (RN/EN) had come to embrace the NA position, and 
had effectively integrated the NA position into their routine nursing practice. One nurse 
leader stated: 
Even nurses that had fought and said that we don’t need this, I want to be 
able to do my own patient care, had come up to me and said yeah I really 
miss them when I have to work a Saturday or a Sunday (20904). 
The positive response from nurses (RN/EN) was met with some level of criticism by a small 
number of nursing leaders, as they indicated that nurses (RN/EN) had “naively” accepted the 
help from the NA role without thought of the consequence of this to the nursing profession in 
the future.   
9.5.2 Matching the right person to the NA role 
Nursing leaders acknowledged that the NA role was “not an easy position to fill” 
(21111), and “the hardest part is getting the right [NA] for the right ward … as they go onto a 
ward and then they stay there and then they’re employed by that ward long term” (20904). 
When recruiting for the NA role: 
 260 
 
We wanted people to not necessarily come with any experience, but come 
with the right attitude and communication skills to sort of fit into the role 
and for people that we felt that would fit into a team environment (21001). 
Nurse leaders indicated that the NAs performed their role to varying levels of proficiency and 
dedication:  
There’s good and bad [NAs] like there’s good and bad nurses. You hear 
about good performance and less good performance, but not from the 
perspective of the role and the scope … there’s been some comments about 
personalities but not comments about the role per se (20901). 
The personality and work ethic of the NA was recognised by the nurse leaders as having an 
influence on their work performance, as identified by one nurse leader: 
With one of them [NA] particularly they [nurses] always had to find them 
and always had to tell them what to do, where the other one was probably 
so proactive she was running the show (20902). 
Maturity and a solid work ethic were perceived as important attributes for the NA to possess 
in the acute ward setting. It was important to “get the right people in those positions [NA] 
that have the maturity where they can go through and provide the care” (21111). Nurse 
leaders identified that in cases where the NAs were lacking these traits or were perceived to 
have difficult personalities, there was a loss of productivity; therefore, the contribution the 
NA made to the nursing team and workload decreased: 
A [NA] who decided she didn’t want to come to work … didn’t turn up and 
a lot of it … I just didn’t feel like they were responsible for their work 
(20902). 
One was particularly lazy didn’t want to do this didn’t want to do that, had 
arguments you get these cliques and it’s difficult. (20203). 
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There were multiple examples of proactive NAs that were considered valued members of the 
nursing team provided by nurse leaders in this case study.  
9.6 Summary  
This chapter has provided a detailed examination of the results of the data analysis for 
the nurse leader embedded unit of analysis in this case study. The chapter described the 
impact of the ward cultural values and norms on the NA role, the expectations of the NA role, 
the importance of communication and education to the NA role, and the management of the 
integration, recruitment and performance of the NA role in the acute hospital setting. 
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Chapter 10: Discussion 
10.1 Introduction 
This chapter discusses the findings of this case study, viewed through the lens of 
Lewin’s theories of social change management and group dynamics. The chapter is presented 
in three sections: stage one—unfreezing the present level—recognising the need for and 
reducing the resistance to change in the acute hospital setting (see Section 10.2); stage two—
“moving” to the new level—the NA position in the acute hospital setting (see Section 10.3); 
and stage three—freezing at the new level—permanency of the NA role in the acute hospital 
setting (see Section 10.4). 
10.2 Stage one—unfreezing the present level: Recognising the need for and 
reducing the resistance to change in the acute hospital setting 
Generating change in the dynamic healthcare environment is a complex matter with 
multiple competing priorities and external demands that influence the process and outcomes 
of significant change (Allen, 2016). The first step towards the introduction of the NA role 
involved change in the hospital organisation; that is, unfreezing the existing status quo to 
effect the change. The process of unfreezing involved change agents74 recognising the need 
for change and acknowledging the driving forces for change. Hospital organisation 
management recognised that due to increasing pressures on the healthcare system and the 
healthcare workforce, a new model of nursing care delivery was required to maintain the 
overriding goal of providing effective and cost efficient patient care. A predicted nursing 
workforce shortage and an ageing workforce further strengthened the rationale to review the 
                                                 
74 Change agent refers to a person or persons that occupy a strategic position in an organisation to lead change 
programmes designed to improve business performance and culture (Heery & Noon, 2017) 
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current nursing workforce model. The concept of the NA role in the context of the acute 
hospital setting was developed by organisational managers, with input from relevant hospital 
personnel, such as educators and policy makers. A feasibility study involving research into 
the application of the position in other clinical environments, was undertaken by change 
agents within the target hospital organisation. A pilot program was also undertaken and 
reviewed prior to the comprehensive roll out of the NA position into the acute wards in the 
hospital organisation. This development and implementation process corresponded with 
Lewin’s (1958), rational social management steps of planning, fact finding and executing (see 
Figure 4.3). The optimal implementation of the change process, in this case, was important to 
the prevention of potential adverse outcomes, such as poor patient experiences, negative 
employee attitudes, additional costs and a failure to realise planned improvements as per 
Allen (2016). 
The lead change agents (senior management and educational personnel) were faced 
with high levels of resistance from the nursing profession to the planned change; therefore, 
they were required to reduce opposing forces to the introduction of the NA into the acute 
hospital setting. Resistance, by nurses (RN/EN), was reinforced by the actions of the 
industrial body for nursing in Victoria, the ANMF. Senior management and educators 
reported that they employed communication, consultation, support, education and a pilot 
program to reduce the opposing forces and resistance to the introduction of the NA position, 
into the acute hospital setting. The organisation engaged leadership staff to assist with the 
development and integration of the NA position. Strong leadership was important to the 
change process, as poor change management processes and ongoing resistance to change can 
result in low staff morale, decreased production, increased bullying and hostility and 
increased staff turnover (Allen, 2016).  
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The organisers of the change process took steps to mitigate what Lewin (1948, p. 67) 
refers to in his works on re-education as the axiom “that people cannot be taught” when they 
feel “they are at the same time being attacked”. In this case study, nurses (RN/EN) felt that 
their professional identity and nursing practice were being threatened by an unregulated and 
lower trained worker taking over parts of the nursing role. There was concern by the nurses 
(RN/EN) and union leaders that the addition of a lower trained worker would result in poor 
patient outcomes and affect the quality of nursing assessment and care. Suspicion of the true 
intentions of the role was expressed by nurses (RN/EN), and there was fear that their job 
security in the future would be impacted by the addition and acceptance of the NA role into 
the acute hospital setting. Concerns were also raised by some participants about the additional 
burden for nurses (RN/EN) as they took on the responsibility for supervising the NA, and the 
level of ambiguity in the definition of the nursing team member’s individual roles. The 
concern and fears of the nurses (RN/EN) led to resistance of the initial introduction of the NA 
position, into the acute hospital setting. 
An obstacle to change in this case was the entrenched social habits of the nurses 
(RN/EN) in the acute hospital setting. According to Lewin (1958, 1964), the source of social 
habits or customs relates to the value system and the ethos of the group. The value system 
and ethos of the nursing group was developed over many years and was shaped by history, 
politics, economics, education and evidence. To exact lasting change, Lewin argues that the 
standards and social habits of a group need to be changed, due to an individual’s resistance to 
diverge from group standards. Therefore, the acceptance of the NA position into the acute 
hospital setting by the nurses (RN/EN) in the organisation and the nursing profession as a 
whole, was important to reduce the resistance of individual nurses (RN/EN), as an individual 
nurse (RN/EN) was more likely to accept and follow the group standard and social habits 
than resist against them.  
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Due to the social nature of the nursing workforce and the healthcare workplace, 
Lewin’s work on group dynamics was pertinent in the context of this case. As discussed in 
Section 4.6, Lewin (1958) theorised that group discussion was an important factor in social 
change management. In this case study, the consultation process reported by the change 
agents was likened to the concept of group discussions examined in the Lewin’s work. It was 
reported by study participants that during the consultation sessions information was provided 
and feedback accepted. This feedback was then used to further develop the NA position and 
the application of the role in the acute hospital setting. The conclusions in this case study are 
supported by Lewin’s theory that participation in group discussion has the potential to 
increase objectivity and decrease resistance to planned change. This was exemplified by 
nurses (RN/EN) who perceived they had little involvement in the consultation process, were 
more likely to show resistance and suspicion regarding the implementation of the NA 
position. A discord existed between the perception of management and the nurses (RN/EN) 
on the quality and level of leadership, communication and consultation in the change process. 
Senior managers took pride in the level of consultation and the communication process 
undertaken with staff during the development and ongoing management of the role. However, 
there were many nurses (RN/EN) who felt that they were not included in the discussions and 
experienced a loss of control of their nursing domain.  
In addition to strategies employed to reduce “opposing forces”, the change agents also 
added forces in the desired direction of change. This was achieved through the conduct of a 
pilot program at the hospital organisation, in which nurses (RN/EN) were forced to accept the 
NA position in their work environment. This forced acceptance and thus created tension in 
nurses (RN/EN) and the ANMF. Taking the theory of Lewin (1958, 1964), it was seen that 
this tension was paralleled with higher levels of emotionality, aggressiveness and lower 
constructiveness among nurses (RN/EN) involved with the NA position. This tension was 
 266 
 
evident in the descriptions of hostility experienced by the NAs, and the nurse’s (RN/EN) 
displeasure at the initial implementation of the NA position. Research has demonstrated the 
importance of senior management implementing strategies to reduce stress as a result of 
workforce reforms for nurses (RN/EN), to maintain and enhance job satisfaction during and 
after the change period (Teo, Pick, Newton, Yeung, & Chang, 2013).  
10.3 Stage two—“moving” to the new level: The NA position in the acute hospital 
setting 
In line with the second or “moving” stage of Lewin’s (1948) theoretical framework, 
the stakeholders and target clinical areas were required to adapt their working environment 
and associated polices to accommodate the introduction of the NA into the acute care setting. 
A key finding of this study was that the addition of unregulated lower trained workers to the 
nursing team required the RN to assume a leadership and supervisory role, adapting their 
practice to maintain the quality of patient care. The implementation of the NA role in the 
acute hospital setting involved both physical and cognitive changes in nurses (RN/EN) in the 
working environment. Within the context of the nursing team, roles and processes were 
adapted to include the NA role. Nurses (RN/EN) underwent a process likened to Lewin’s 
(1948) “re-education process”, introduced in Section 4.6. They adapted their work culture, 
knowledge and beliefs, values and standards, and conduct within the work environment to 
accommodate the inclusion of the NA role into the nursing team. This adaptation included the 
development of new habits and systems of thinking, and behaviour, within the context of the 
nurse’s (RN/EN) working life. Applying Lewin’s theory, it was found that the acceptance of 
the new system was contingent on the nurses (RN/EN) accepting the new role along with new 
standards of reference and anchoring their conduct in the guidelines of the organisation, while 
maintaining congruence with their professional codes of conduct and identity.  
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10.3.1 Policy and guidelines 
At the time of this case study, organisational policies and guidelines were in place 
directing NAs and nurses (RN/EN) who worked with them about their roles and 
responsibilities. These NA guidelines were subject to both praise and criticism by the various 
stakeholders who participated in this study. It was found that a tension appeared to exist 
between the acceptable levels of flexibility in the interpretation of the NA guidelines by 
individual participants, independent of stakeholder level. It was argued by some participants 
that a more prescriptive set of guidelines was required for the NA position in the acute 
hospital setting, to establish further clarity about roles, responsibilities and accountability. 
Conversely, other participants welcomed the flexibility that the guidelines provided in the 
types of duties the NA could perform and the level of supervision that they required from 
nurses (RN/EN).  
The open nature of the NA guidelines resulted in variations in duties they performed, 
education opportunities provided for the NA, workload allocation, autonomy, level of 
supervision and support the NA received in specific clinical areas. These variations and 
inconsistencies increased the potential for NAs to be pushed beyond their “scope of practice” 
or to be incorrectly supervised. Discrepancies in the interpretation of the NA guidelines 
between wards created a sense of frustration for NAs and nurses (RN/EN), especially in 
situations where the NA felt they were disadvantaged compared to staff on other wards. 
Further, it was revealed that there was the potential for blurring of the roles and 
responsibilities of the nursing team, due to the overlap in tasks undertaken by the RN, EN and 
NA. Research examining the roles of the RN and EN confirms role ambiguity and blurring, 
where nurses (RN/EN) undertake the same activities while the RN takes on more 
responsibility and accountability (Chaboyer et al., 2008; Endacott et al., 2017; Jacob et al., 
2016; Jacob et al., 2012). To reduce role ambiguity, conflict and confusion, Endacott et al. 
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(2017) recommend monitoring the application of clearly defined roles, with explicit 
differentiation between responsibility and accountability.  
Effective supervision and delegation of the NA role by nurses (RN/EN) was found to 
be important in this case study; however, there were gaps in the understanding and operation 
of these concepts in practice. At the time of data collection, organisational policy and the 
ANMC’s National Competency Standards for the EN (2002) did not allow for the practice of 
supervision or delegation of the NA position by the EN. Despite this, there was evidence in 
this case that both RNs and ENs delegated to and supervised the NA. There were no 
differences in the reflections of the EN and RN participants regarding the issue of supervision 
and delegation of the NA leading to the question of whether the ENs were aware that this was 
beyond their scope of practice. Reflective of the changing scope of practice of the nurses 
(RN/EN) the NMBA reviewed and updated the RN and EN standards of practice to reflect 
current nursing practice (AHPRA, 2016). The new EN Standards for Practice (effective 1 
January 2016) allows for the supervision of NA by ENs according to institutional policies, 
protocols and guidelines (NMBA, 2016a).75   
While it was recognised that the nurse was accountable for the NA, how this was 
interpreted by individuals varied. The introduction of the NA role required the nurse to take 
on a leadership role and delegate elements of patient care to a lower trained worker, which, in 
recent times, had been the sole domain of the qualified nurse. This required nurses to use 
their critical thinking skills to:  
 assess the appropriate task to delegate to the NA  
 assess the competency level of the NA the task was to be delegated to  
                                                 
75 The new EN standards of practice state that the EN “provides support and supervision to assistants in nursing 
(however titled) and to others providing care, such as EN students, to ensure care is provided as outlined within 
the plan of care and according to institutional policies, protocols and guidelines” (NMBA, 2016a, p. 5).  
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 decide upon and undertake the appropriate level of supervision for the delegated 
task  
 ensure the satisfactory completion of the delegated task.  
There were inconsistencies in the expectations and the interpretation of the requirement for 
supervision and delegation of the NA role. Variations in supervision and delegation practices 
were associated with feelings of frustration among some of the NA cohort, who perceived 
that they were being inadequately supervised in their daily duties. Conversely, many of the 
nurses (RN/EN) did not perceive their practice and knowledge of supervision and delegation 
as inadequate. This perception was based on the individual nurse’s (RN/EN) understanding 
and interpretation of requirements for supervision and delegation, which was informed by 
their experience as a nurse (RN/EN) and the education they received regarding their 
responsibility when working with the NA position.  
The results of this case revealed that many nurses (RN/EN) had not read the NA 
guidelines. These nurses (RN/EN) relied on their experiences working with NAs and the 
education they had been given when the position was first implemented, to know the NA 
scope of practice and boundaries and their own responsibility when working with them. Gaps 
in the nurses’ (RN/EN) understanding of the boundaries of the NA role, and some nurses’ 
(RN/EN) belief the NA should be given more technical duties, placed pressure on the NA to 
know the boundaries of their role well and to “stand up for themselves”, being assertive in 
accepting only tasks within the boundaries of their role. At the time of data collection, a new 
cohort of NAs had commenced their training. This new roll out of NAs had prompted 
leadership personnel to acknowledge the need for regular maintenance or refresher education 
in the area of supervision and delegation and the nurse’s (RN/EN) responsibility and 
accountability when working with lower trained workers. In follow up correspondence76 with 
                                                 
76 Key leadership personnel in this case study were followed up in 2017, three years after the conduct of the 
interviews of this case study to confirm the currency of the information in this case study. 
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key leadership personnel of this case, it was reported that nurses were provided education on 
delegation and supervision, and reminder posters and lanyard tags were in place in the 
hospital organisation. However, it was unclear if there was formal ongoing 
maintenance/refresher education and information provided to established nurse (RN/EN) 
employees regarding the specifics of the NA role. No formal refresher education was 
indicated for existing NA on the boundaries of their role and the variability of NA duties 
between wards.  
At the time of this study, nurses (RN/EN) who were employed after the initial 
implementation of the NA position reported that they received no education about the NA 
position, and learnt “on the job” from the NA themselves and other nurses (RN/EN). Further, 
nurse leaders conveyed inconsistent and, in some cases, uninformed information regarding 
the formal education of new staff. There was a general sense that many nurse leaders believed 
it was the responsibility of another leadership group to organise and execute this education. 
On return to key leadership personnel, it was reported that supervision and delegation were 
part of the education for all new staff. It was not confirmed if there was a formal strategy to 
ensure that all new staff were informed about the duties and competencies of the NA position 
in the acute hospital setting. It appeared that the current strategy was to rely on individual 
ward managers and educators to provide new staff with education regarding this position. 
Education of all nurses (RN/EN) and nurse leaders regarding the NA roles and 
responsibilities was important to the function of the nursing team and the acceptance and 
value attributed to the NA position. In circumstances where staff had a poor knowledge of the 
NA position, there was an association with a lower perceived value of the role.  
10.3.2 Internal organisational processes 
The hospital organisation in this case study comprised multiple sub systems including 
different wards and workforce groups. Due to the complex nature of healthcare, individual 
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hospital wards were managed and coordinated differently to best meet the demands of 
patients and the healthcare workforce. Resource allocation was an element of this 
management processes, which included the distribution of skill mix for nursing staff and the 
allocation of workload for individual nursing team members. Lewin (1964, p. 214) argue that 
there is “an upper ceiling for human activity”, and the strain of hard or fast work has the 
potential to keep production down. In the context of this case, nursing work was both 
emotionally and physically demanding. Frustration and dissatisfaction existed in 
circumstance where participants felt that there were inappropriate or inadequate resources in 
the work environment. Some nurses (RN/EN) went as far as to say that they felt “threatened” 
and blackmailed when asking for further resources. The results of this case demonstrated that 
nurses (RN/EN) who worked on wards that experienced high levels of strain due to the 
physicality of their patient load, were more likely to accept and request more NAs be 
included in the nursing team. In circumstances where the nurses (RN/EN) perceived that the 
NA could not reduce the strain of their workload due to the technical and acute nature of their 
nursing care, these nurses (RN/EN) were more likely to question the value of NAs in the 
acute ward setting.  
At the time of the interviews for this case, nursing leaders were criticised by some 
participants for the “one size fits all” approach to distribution of the NAs to the individual 
acute wards. Research recommends flexibility and discretion, at the unit level, in the adoption 
of models of nursing care delivery (Duffield et al., 2010). Decisions should be based on 
complex clinical decision-making skills, considering ward characteristics and patient needs 
(Duffield et al., 2010). There was discontentment expressed by (some) study participants at 
the inflexibility of the NA rostering, including the restriction on weekend rostering for NAs. 
In the aforementioned follow up correspondence with key leadership participants, it was 
reported that: 
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[NA] have now been implemented across all wards within the health 
service. In some cases, wards have only been given one EFT [effective full-
time equivalent] and this allocation has been based on activity and clinical 
need. NUMs have been given freedom to roster and allocate their allocated 
NA EFT in a flexible way to best meet patient care requirements based on 
work demands (Senior manager, personal communication, 14 March 2017). 
The alleged unreliability and the unpredictability of the NA workforce impacted the 
perceived value of the inclusion of the NA to the nursing team. There was frustration that the 
NA either was not in attendance or had been allocated to perform duties which nurses 
(RN/EN) and some nurse leaders believed did not align with the intention of the NA position. 
The allocation of the NA to perform the CPO position was also a source of 
controversy. Benefits of the NA performing the CPO position were reported by those in its 
favour, such as mangers and policy makers, as a decrease in the financial burden of hiring 
external staff to fill the position and the continuity and familiarity of the NA to the patient 
and nursing staff. Those opposed to the use of the NA as a CPO questioned the fittingness of 
the training of the NA, citing the NAs’ dislike of performing the role, and arguing that 
through the NA performing the role of the CPO the NA was no longer providing assistance to 
the nursing staff, as per the intention of the NA role.  
Returning to Lewin’s (1964), concept of “an upper ceiling for human activity” and the 
negative impact of the strain of “hard and fast work” on production, in the context of this 
case, it was important for the NA’s individual workload to be fair and appropriate. The NAs 
reported that they had experienced what they perceived as unfair workloads and expectations 
from nursing and nursing leaders. There were inconsistencies in the expectations of 
individual participants and stakeholder groups of the level of initiative and autonomy the NA 
should practice. NAs were surprised and in some cases frustrated at the perceived level of 
initiative and autonomy they were expected to demonstrate. Many nurses (RN/EN) and nurse 
 273 
 
leader’s perceived initiative as a beneficial quality in a NA; whereas, others perceived 
initiative as a risk and against hospital guidelines for NA workload and task allocation. This 
tension between expectations led to feelings of frustration and dissatisfaction due to the 
perception of unsatisfactory performance of roles between stakeholder groups and 
individuals. These findings confirm the importance of shared mental models to team 
performance and quality of patient care, as described by Kalisch et al. (2009) and Bellury et 
al. (2016). Differing expectations on NAs between wards also was a source of frustration, as 
some NAs felt that they were disadvantaged compared to NAs working on other wards. 
Inconsistencies in workload allocation and expectations were associated with frustration, low 
work moral and decreased motivation within the NA group.  
There were inconsistencies in the processes and strategies employed by nursing 
leaders and senior nursing staff on wards as to the allocation and monitoring of the NAs 
workload in this case study. The level of structure of workload allocation was associated with 
personality characteristics and competencies of individual NAs. NAs who showed high levels 
of initiative and strong work performance were provided less structure and more autonomy. 
Increased structure existed in the workload allocation of NAs who were perceived to require 
more direction and monitoring of their work performance. There was an expectation that NAs 
would feedback if their workload was causing high levels of strain, as there was minimal 
formal structure reported for monitoring the NA workload.  
10.3.3 Communication and feedback 
Open communication and feedback were important to the internal processes of the 
organisation, building and maintaining cohesive working relationships, and the effective 
operation on the nursing team in this case study. In the context of this case, feedback was an 
important tool for passing on information, learning and motivation. This is supported by the 
findings of Tricomi, and DePasque (2016), who argue that performance feedback provides 
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valuable information to help guide learning, and has an influence on motivation. Lancaster, 
Kolakowsky-Hayner, Kovacich, and Greer-Williams (2015) argue the importance of 
recognising the contribution of healthcare team members to patient care, including nurses and 
NAs. They promote the improved collaboration and communication between the various 
members of the healthcare team to enhance patient safety. Nurses (RN/EN) relied on the NAs 
to feedback information about the patient and the completion of the NAs’ duties. Due to the 
low level of training the NAs possessed, some study participants questioned the 
appropriateness of this expectation and the reliance upon NAs to report back information 
about the patient’s condition to the nurse (RN/EN), as subtle signs of patient deterioration 
may go undetected.  
Supporters of a collaborative approach between nurses (RN/EN) and the NA position 
argued that effective communication between the nursing team, and nurses (RN/EN) adapting 
their nursing assessment practices, were sufficient to maintain and potentially improve the 
standard of patient care. As part of this adaptation of social habits, it was noted that the 
feedback process was a two-way exchange that relied on the nurses (RN/EN) asking the right 
questions of the NA to learn important patient information. Nurses (RN/EN) who were 
unsure about the role of the NA relied on the NA to communicate and feedback to the nurse 
(RN/EN) the boundaries of their role. Clear communication regarding this issue was 
important due to the potential for the NA to be pushed beyond the boundaries of their duties, 
and to ensure appropriate supervision of the NA was maintained.  
Feedback was used as a learning tool for both nurses (RN/EN) and NAs. Dimotakis, 
Mitchell, and Maurer (2017) found feedback was positively related to self-efficacy 
improvement, which was then positively related to feedback seeking behaviour and 
promotion. They defined improvement self-efficacy as “the confidence that individuals have 
in their ability to improve their skills within the workplace” (Dimotakis et al., 2017, p. 3). In 
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the context of this case, NA’s and nurses (RN/EN) used feedback to develop and improve 
their practice, and the quality of patient care and safety in the acute hospital setting. 
Communication and feedback provided nurses (RN/EN) with the opportunity to share their 
knowledge and engage in a leadership role when working with the NA. Clear and 
constructive feedback in the context of NA performance was important, as according to 
Tricomi and DePasque (2016), positive and negative feedback can activate learning systems 
in the brain and have motivational value. They further argued that insights into individual 
personalities and the contextual variables of the learning environment would assist educators 
to tailor their practices to best support the learning of students. This was relevant to this case, 
as NA came to the acute hospital setting with a diverse range of values, goals and 
backgrounds; thus, educators and mangers were required to respond to the individual support 
needs of NA to enhance learning, role performance and their integration in to the nursing 
team.   
The lack of a distinguishing uniform for NA was a concern for some study 
participants. As they wore the same uniform as other nurses (RN/EN) on the ward, the NA 
was not easily distinguishable; therefore, they were commonly confused for nurses (RN/EN). 
This placed the onus on the NA to have the confidence and assertiveness to repeatedly 
distinguish themselves from nurses (RN/EN) and explain their role in the acute hospital 
setting. Due to this confusion, there was potential for NAs to participate in communication 
exchanges above their knowledge level, such as informing patient families about the 
conditions of patients and taking patient orders from the multidisciplinary team. This was 
important, as a miscommunication between parties or an exchange of inappropriate or 
inaccurate information may adversely affect patient care and provoke abusive and 
disrespectful behaviour (Boynton, 2016; Pavord & Donnelly, 2015; Perry et al., 2015). There 
were mixed feelings expressed by study participants, as to the necessity for the NA to be 
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easily discernible from the nursing staff. In the context of the UK, where the NA position is 
well established, it was a finding of the Francis Inquiry (2013) (see Section 2.2.3), that for the 
quality and safety of patient care, NAs should be easily distinguishable from nurses (RN/EN) 
through identity labels and uniforms. From the results of this case, this researcher would 
further argue that it is important those who work with or are cared for by the nursing team, 
should be informed about the hierarchy of the nursing workforce and the different tiers within 
the nursing team, to limit the confusion and frustration that occurred in this case.  
It is argued in the literature that professional levels of communication are important in 
the healthcare setting, to maintain standards of care and to develop a supportive and 
reassuring therapeutic relationship between nurses (RN/EN) and patients (Perry et al., 2015; 
Stein-Parbury, 2012). In this case study, there were concerns expressed by some nurses 
(RN/EN) and nurse leaders, about the level of professionalism that some NA displayed in 
their general communication with staff and patients. The physicality of some NAs 
interactions with patients and their families, and the content of discussions with patients, 
were areas of concern for some participants. Frustration was also expressed by nurses due to 
their misconception that NAs were shirking their “work” when they were talking to patients. 
This extends back to an erroneous view that nurses (and in extension the NA) should always 
be “doing” while in the acute hospital environment. The finding of the importance of 
effective and open communication to teamwork was consistent with published research, 
which identified that open, respectful and collegial communication, and leadership were 
significant predictors of teamwork in the nursing team (Cowin & Eagar, 2013; Padgett, 2013; 
Polis et al., 2017).  
10.3.4 Teamwork and support 
The NA was embedded into the culture of the nursing team. Teamwork is important 
to the function of the nursing team and the quality of patient care and patient safety (Polis et 
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al., 2017). Strong interpersonal working relationships are important in the work environment 
to promote job satisfaction and a positive attitude to the nursing team member’s role in the 
nursing team (Srivalli & Vijayalakshmi, 2015). A key finding of this case study is that an 
inclusive and supportive multi-tiered nursing team environment built on clear role definitions 
and expectations fosters open communication and trust between team members, enhancing 
working relationships. This is supported by the findings of Salas et al. (2005), who propose 
that the development of shared mental models, achievement of mutual trust, and engagement 
in closed loop communication within a team, are coordinating mechanisms for effective 
teamwork.  
An inclusive team environment built around respect, trust, fairness, open 
communication and consideration between team members, was associated with cohesive 
working relationships and effective working teams. Creating a “we” mentality, rather than 
allowing an “us and them” mentality to flourish, was important to building a sense of team 
membership and developing cohesive working relationships. A sense of team membership 
and cohesive working relationships were associated with higher staff morale, increased job 
satisfaction and a perception of increased team effectiveness by participants. These findings 
are consistent with those of Cowin and Eagar (2013), who argue the essential nature of 
collegiality, respectful communication and civility in the workplace. An understanding of 
each team member’s roles and responsibilities was also important to the interpersonal 
working relationships and the function of the nursing team in this case study, a finding which 
was supported by Kalisch’s (2011) examination of the impact of RN–NA relationships on 
quality and safety. 
The ideology, values and beliefs of nurses (RN/EN), nurse leaders and NAs, were 
instrumental in the integration of the NA position into the acute ward setting. These factors 
determined the participant’s perception of bad or good in a particular situation; therefore, 
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building their expectations of conduct and behaviour of themselves and others and as such 
can be seen as being consistent to Lewin’s (1958) theory. The expectations of the study 
participants influenced their response to the role and function of the NA in the acute ward 
setting. Unmet expectations on role performance, personality and boundaries were associated 
with displeasure, frustration and anger, and a poor appraisal of the NA role. When 
expectations were met or exceeded, a positive appraisal of the NA position was provided. 
Communication and education were important in this case study in establishing and affirming 
expectations, and creating shared mental models in the acute hospital setting. Research has 
demonstrated the importance of shared mental models to teamwork and the quality of patient 
care (Bellury et al., 2016; Kalisch & Lee, 2013; Kalisch, Weaver, et al., 2009; Polis et al., 
2017).  
In this case study, support for nurses (RN/EN) and the NAs was important to build 
cohesive and effective nursing teams. Supported, empowered nurses (RN/EN) and NAs in 
their roles, and promoted team engagement, motivation, membership, open communication, 
trust and respect. The perception of support was associated with greater role satisfaction, 
higher morale and an increase in the perceived value of the NA in the nursing team. This 
finding is supported by Tops, Montero-Marín and Quirin’s (2016, p. 285) proposition of self-
determination theory, that “the quality of motivation that people adopt for activities depends 
on the environmental support of their basic psychological needs for autonomy, competence, 
and relatedness”. This case study demonstrated a positive association between needs-support 
environments and autonomous motivation, as NAs who felt that they were valued members 
of the nursing team expressed a patient centred approach to their work, accepting autonomy 
and taking initiative in their role. 
Support during the change process was important in this case. Nurses (RN/EN) were 
required to change their behaviours and practices, and NAs were exposed to a new role and 
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work environment. The clinical support nurse assigned to the NA program was considered a 
beneficial resource for nurses (RN/EN) and NA during the transition program. It was 
revealed that there were inconsistencies in the support and monitoring the NAs received after 
their training program. It was the responsibility of the ward team for the NA to work with, 
support and manage the role, and include them as a member of the nursing team beyond the 
NA training period. At the time of this study, it was apparent that there were no formal 
structures in place to identify how this should be undertaken or managed, with some key 
nurse educators unaware of their own responsibilities in training and supporting the NA role. 
This lack of structure was associated with inconsistencies in the level of support the NA 
received in the ward environment. NA’s reported feelings of isolation, and insignificance due 
to the lack of formal support structures, post their initial training period, thereby impacting 
job satisfaction and organisational identification.  
Lewin (1948) promoted the benefits of creating a strong “we” feeling within a group 
to increase the chances of re-education. A higher level of perceived “oneness” or “belonging” 
to an organisation (organisation identification) is associated with staff being willing to 
perform in-role behaviour (what is required of a position), and more willing to perform extra-
role behaviour (going the extra mile for the organisation) (Trybou, Gemmel, Pauwels, 
Henninck, & Clays, 2014, p. 375). Trybou et al. (2014) examined the impact of social 
exchange and identification on NA and RN behaviour in a healthcare setting. They found that 
when RN and NA experienced a higher level of organisational identification or professional 
identification,77 they were likely to adhere more strongly to the norm of positive reciprocity. 
This was defined as the positive relationship between perceived organisational support and 
extra-role behaviour, thus illustrating the importance of a feeling of “oneness” or in this case 
                                                 
77 Professional Identiﬁcation: “a type of social identiﬁcation that denotes the degree to which employees identify 
themselves with the profession that they practise and their typical characteristics”(Trybou et al., 2014, p. 375) 
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“we” feeling in the healthcare setting. Trybou et al. (2014) demonstrated that the perceived 
level of organisational support a nurse or NA received was positively associated with extra-
role behaviour in the healthcare setting.  
In situations in which an “us and them” mentality existed between nurses (RN/EN) 
and NAs, there was less cohesion within the nursing team in this case study. This was 
associated with a lower level of value attributed to the NA role and less support provided to 
the NA’s by nursing staff, building tension within the nursing team. This tension was paired 
with emotionality and lower constructiveness within the nursing team, which was seen to 
compare to Lewin’s (1958, 1964) summation of the effect of tension in social change. NAs 
who perceived lower levels of support were more likely to identify their work as assisting the 
nurse (RN/EN), rather than the patient, thus fuelling feelings of frustration and dissatisfaction 
when they felt they were being unfairly treated or inappropriately supervised by nurses 
(RN/EN). There was also a fear that NA would face retaliation from the nurses (RN/EN) 
should they refuse a task delegated by a nurse (RN/EN) or nurse leader. The information 
learnt from this research supported the findings of Kalisch’s (2011, p. 18) examination into 
the barriers to RN and NA teamwork and themes it identified: “lack of role clarity, lack of 
working together as a team, inability to deal effectively with conflict, not involving the NA in 
decision-making, deficient delegation, more than one boss, and ‘it’s not my job’ syndrome”.  
10.3.5 Impact of stereotypes and an individual’s personality characteristics 
A finding in this case study was that the NA role was physically and emotionally 
demanding. Key characteristics of a valued NA were identified as strength, initiative, 
motivation, and a high level of communication and interpersonal skills. The experiences 
shared by the NAs varied between ward groups and individuals. The sentiments of the nurses 
(RN/EN) towards the NA were shaped less by their knowledge of the group than the 
sentiments of the social atmosphere that surrounded them. This observation is supported by 
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Lewin’s (1958, 1964) theory of change. Lewin (1948, p. 60), argued that only through a 
“change in social perception can a change in an individual’s social action be realised”. In the 
context of this case, an initial negative social perception of the NA, built on fear and 
suspicion, was a barrier to the acceptance and effective integration of the NA into the nursing 
team. In line with Lewin’s (1948) premise, having firsthand experience and correct 
information, in some circumstances, did not rectify false assumptions and suspicions 
regarding the inclusion of the NA in the nursing team. This was determined independent of 
the nurse’s (RN/EN) experiences working with the NA position, fear and suspicion and a 
preference to work with other nurses (RN/EN) persisted within some of the nursing group. 
The nursing team’s experiences with individual NA’s influenced their ongoing social 
perception of the value of the NA role, in the acute hospital setting.  
Stereotypes of the NA were evident in the results of this case. These stereotypes were 
the reflections of what the nurses (RN/EN) and nurse leaders perceived as the typical 
representative of the NA group, based on their social perceptions and their experiences with 
individual NAs, which was consistent with the ideas of Lewin (1948). Situations where the 
NAs engaged with the nursing team showed motivation and initiative, and were perceived to 
contribute to the nursing workload, a positive stereotype of the NA was portrayed. As 
described by Lewin (1948), this positive stereotype influenced social perception and social 
action in the form of acceptance and integration of the NA into the nursing team. Conversely, 
a second stereotype was identified in the results of this case, which was of a poor-quality 
worker hiding in bathrooms and complaining about their interactions with the nursing team. 
This stereotype fuelled initial negative social perceptions, inhibiting social action in these 
circumstances, fostering the “us and them mentality” rather than an inclusive team approach. 
These findings highlighted the influence of an individual’s personality in the working 
environment and the importance of tailoring support for individuals in the work environment.    
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Personality has been defined as the “dynamic organisation of mental structures and 
processes that determine an individual’s emotional and behavioural adjustments to their 
environment” (James & Mazerolle, 2002, p. 1). In the context of this case, individual nursing 
team member’s personalities were reported to influence the integration, performance and 
function of the NA position in the acute hospital setting. This has been attributed to the idea 
that differences in personalities helped shape, define, and sustain social cognitions and 
influence analytical processes (James & Mazerolle, 2002). Through conditional reasoning,78 a 
person’s personality influences the way they reacted to stimuli and frame an event or 
situation, which depends on the motives, framing proclivities and implicit hypotheses of the 
reasoners [sic](James & Mazerolle, 2002). In the context of this case study, what one NA 
perceived as bulling and harassment may be perceived by another as the normal processes of 
delegation and feedback in the acute hospital environment, welcoming constructive feedback 
as a learning and development opportunity. 
The manner in which the NA framed and gave personal meaning to their role 
influenced their performance and job satisfaction. Job satisfaction is important, as it indicates 
how a person feels about their role and is a predictor of work behaviour such as role 
performance and commitment, organisational citizenship,79 absenteeism and turnover 
(Srivalli & Vijayalakshmi, 2015). NAs who framed their role as a patient caregiver were 
more likely to achieve role satisfaction and have a positive attitude to their role; whereas, 
those who framed their role as an assistant or “slave” to the nurse, were more likely to have 
less role satisfaction and have negative attitudes to their role. The reaction to the level of 
autonomy and initiative expected from the NAs was influenced by the personality of both the 
                                                 
78 “Conditional reasoning: is an area of social cognition that is concerned with patterns of individual differences 
in reasoning about behaviour that are unknowingly engendered by differences in underlying personalities” 
(James & Mazerolle, 2002, p. 13). 
79 Organisational citizenship: behaviours that support the social and psychosocial dimensions of the work 
environment (Bergeron, Schroeder, & Martinez, 2014, p. 71).  
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NAs and other stakeholders. Those who framed autonomy and initiative in the NA role as a 
risk and beyond the boundaries of the position, advocated for higher levels of monitoring, 
support and structure for the NA role. In circumstances where initiative and autonomy were 
framed as beneficial to the operation of the nursing team and a sign of regard for the skill 
level of the NA, supporters welcomed and promoted initiative and autonomy in the NA role.  
This research found there were individual personality traits that were more desirable 
in a NA. The five factor model of personality dimensions, as described by Digman (1990, p. 
424), was used to group these personality traits. It includes: 
1) extraversion/introversion  
2) agreeableness/hostility  
3) conscientiousness  
4) emotional stability/neuroticism 
5) intellect (openness) (Digman, 1990, p. 424).  
Each of these traits may be described in relation to positive and negative poles (James & 
Mazerolle, 2002). In the context of this case, NAs who exhibited traits tending towards the 
positive poles of each of these factors—for example, 1) assertive, active, sociable; 
2) cooperative, helpful, courteous, flexible; 3) organised, self-disciplined, reliable, efficient; 
4) stable, calm, self-reliant; and 5) objective, knowledgeable, insightful (James & Mazerolle, 
2002)—were more likely to be accepted and valued as members of the nursing team. NAs 
who exhibited traits tending towards the negative end of the poles—for example, 1) reserved, 
aloof; 2) unfriendly, aggressive, quarrelsome; 3) inefficient, unreliable, disorganised; 
4) temperamental, high-strung, self-pitying; and 5) imperceptive, unintelligent (James & 
Mazerolle, 2002)—were more likely to be considered difficult and less likely to be valued 
nursing team members. Notably, this was also applicable for members of the nursing team in 
their working relationships with the NAs. NAs were more likely to assist nurses (RN/EN) 
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who showed them respect and exhibited personality traits that tended towards the positive 
poles of the five factor personality trait model. 
Socially adaptive individuals and individuals with proactive personalities were 
received well into the nursing team. Socially adaptive individuals are described by James and 
Mazerolle (2002) as individuals who frame a situation to promote the reasonableness of being 
friendly, peaceful, trusting and cooperative. NAs who displayed these qualities were more 
desirable to work with than those who exhibited aggressive characteristics. NAs who were 
perceived to positively contribute to the nursing workload were valued in the nursing team. 
Personality research has shown that proactive personalities are more likely to engage in task 
behaviours and organisational citizenship behaviour than those with a lower proactive 
personality. A proactive personality has been described as “a stable personality trait related to 
taking personal initiative and behaving proactively” (Bergeron et al., 2014, p. 71). In the 
context of this case, initiative and proactive behaviour or motivation were perceived as 
valued traits in a NA by many nurses (RN/EN) and nursing leaders. Bergeron et al. (2014) 
caution to guard proactive personalities against burnout due to the increase in frequency of 
tasks and hours worked.  
From the information learnt in this research burnout would appear a serious risk for 
the NA position in the acute hospital setting. Burnout has been described as a work related 
disorder, where chronic stressful work conditions are endured leading to exhaustion, 
cynicism and professional inefficiency (Montero-Marín, Prado-Abril, Piva Demarzo, Gascon, 
& García-Campayo, 2014). The risk of burnout in the NA group was due to the emotional 
and physical toll of the NA’s workload, inconsistencies in workload allocation, a lack of 
formal monitoring strategies of the NA’s workload, and the strength required by the NA to be 
assertive identifying, defending and protecting themselves in the acute ward setting. The 
results of this study revealed that NAs were at risk of three types of burnout: frenetic burnout 
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(worker who worked harder to the point of exhaustion in search of success), under-challenged 
burnout (unstimulated in working conditions failing to provide satisfaction leading to 
indifference, boredom and a lack of personal development) and worn-out burnout (worker 
who gave up when faced with stress or the absence of gratification demonstrating a lack of 
control, lack of acknowledgement and neglect), as described by Montero-Marín et al (2014). 
Interpersonal skills, personality, dedication to the role and coping styles influenced 
the NAs risk of burnout. There was evidence of NAs at risk of frenetic burnout. These NAs 
were praised for their dedication to their role; however, there was concern over the long-term 
viability of the effort required to sustain work levels by both the NAs and other stakeholders. 
Coping mechanisms employed by NAs were to report work strain to management, leading to 
change and empowering the NA to limit their workload. The results of this case study reveal 
instances where NAs were at risk of under-challenged burnout. These NAs expressed feelings 
of boredom and criticised the lack of personal development opportunities offered to them. 
Communication with nurse leaders was a method of coping for this group; however, it was 
reported that in some cases they were dissatisfied with the response and the lack of change 
from managers. Due to the pressures on NAs, they were also at risk of worn-out burnout. The 
potential for burnout in this group demonstrated the importance of support and open 
communication within the nursing team and with nursing leaders for the NAs.  
10.4 Stage three—freezing at the new level: Permanency of the NA role in the 
acute hospital setting 
To effectively implement change, achieving permanency, Lewin (1958, 1964) argued 
that change agents must overcome the inner resistance of social habits and include 
permanency as one of the objectives of the outcomes of change. In the context of this case, 
permanency may be conceptualised as the ongoing sustainability of the NA role in the acute 
hospital setting, and the change in social habits of the nurses (RN/EN), to effectively include 
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the NA role to the nursing team. A key finding of this study was that ongoing maintenance 
and evaluation of organisational guidelines, standards and resource allocation processes, were 
essential for the function and sustainability of the NA model in the acute hospital setting. A 
criticism of the implementation of the NA position made by some participants was the 
perceived lack of ongoing monitoring and follow up of the effectiveness of the position and 
the practices of the nursing staff working with the NAs. Lewin (1958), argued that rational 
social management proceeded in a spiral set of steps including fact finding (evaluation), 
planning and execution. He promoted the importance of objective standards of achievement 
being set to prevent incorrect conclusions regarding working habits.  
In the context of this case, there was no evidence provided to the researcher of an 
ongoing formal fact finding and evaluation process in relation to the effectiveness of the NA 
position and its impact on nursing practice, at the time of this case study. This was pertinent 
to confirming the organisation’s hypothesis that nurses (RN/EN) would have increased time 
to work on higher level skills, thus improving patient outcomes. In follow up correspondence 
with senior nursing leader participants it was reported that “there has been another 
independent evaluation undertaken by E&Y, however despite it being very positive this paper 
is unpublished and therefore cannot be shared or utilised” (Senior manager, personal 
communication, 14 March 2017). Despite the lack of formal monitoring, as noted earlier, 
feedback was a tool utilised for the management of the NA role nurse leaders and senior 
nursing staff.  
The sustainability of the supernumerary model for the NA position in the economic 
and political climate was questioned in this case study. Due to the constraints on the health 
budget, there was concern as to the sustainability and the source of the ongoing funding for 
the NA position in its current model. As noted previously, there were fears expressed by 
participants over the inclusion of the NA role in the nursing numbers. Many participants from 
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different stakeholder groups perceived that the NA role was a cost cutting measure by the 
hospital organisation. There was a controversial suggestion by participants that the duties of 
the NA would expand, taking on more nursing tasks. They likened the NA role to the nurse’s 
aide role, which had evolved into the EN, expanding the tasks and the responsibilities they 
performed over time. Contrary to this, senior management personnel argued that there was no 
intention for the NA to be included in the nursing numbers, and the position would maintain 
its current duty list and supernumerary status. After the conduct of the interviews for this 
study, nursing ratios were legislated by the Victorian Government in 2015 (Victoria State 
Government, 2018); therefore, unless changes are made to the NA’s classification (in that 
they are not classified as a nurse), they will not be included in nursing ratios.  
At the time of this case study, education and training of the NA in the traineeship 
model was questioned as a barrier to the sustainability and management of the NA position. 
The inflexibility of the traineeship model restricted recruitment of NAs prohibiting 
recruitment on an as need basis. This required managers to project the future needs of their 
wards resulting in deficits in EFT if NAs left the workforce between recruitment periods. 
This impacted the consistency of available NA workforce numbers and the perception of the 
value of the position. It was projected that as other organisations implemented the NA role, 
recruitment barriers would reduce. In follow up correspondence with the nurse leader 
participants, at the hospital organisation, it was reported that:  
We have not had any further large intakes per se, but rather employ [NAs] 
as attrition occurs. Work has been undertaken between health services and 
the VET sector to ensure that the training programs are sustainable and 
meeting the requirements re supply and demand (Senior manager, personal 
communication, 14 March 2017). 
The benefits of consistent NA workforce was promoted by senior management participants in 
this case study. Despite this, it was revealed that the NA workforce was perceived as transient 
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in nature, as NAs left or reduced their hours to undertake nursing training or left the position 
to pursue different occupations. Due to this perception, there were many participants who 
advocated for nursing students to fill the role of the NA position to enhance their learning 
experience. The danger in this, as demonstrated in this case, is that those NAs who are 
undertaking nursing training are at risk of pushing the boundaries of their role, confusing it 
for a clinical placement. In response to this, there were conflicting responses from nursing 
and leadership staff. Some were pleased to share their knowledge and help the NA progress 
in their nursing training. Others found the NA’s using their role as a learning opportunity, 
akin to clinical placement, as an imposition and frustrating.  
These findings were consistent with Algoso and Peters’ (2012) qualitative study into 
nurses working as NA in their undergraduate nursing training. They reported that NAs 
enrolled in a Bachelor or Diploma of Nursing program desired to practice what they had 
learnt in university in their position, and although the undergraduate nurses greatly benefited 
from their work as NAs, there was potential for NAs to be pushed/bullied beyond their 
position boundaries and comfort zone in the guise of a learning experience (Algoso & Peters, 
2012). Algoso and Peters identified that a lack of structure and clear boundaries for the NA 
who was also undertaking further nursing study opened the position to misuse. The negative 
impact of increased work pressures and staff shortages were also recognised as barriers to 
nursing staff being willing to commit time to teaching undergraduate nurses in the 2012 
study.  
The addition of the NA to the nursing team was projected to be a long-term solution 
to nursing workforce issues. Nurses (RN/EN) were required to adapt their practice, taking on 
a leadership role effectively including delegation and supervision of the NA into their daily 
practice, following hospital organisation policies and guidelines. Participants in this case 
study reported that there was the potential for the nurses (RN/EN) to become “blasé” and 
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“too comfortable” working with the NA, thereby impacting appropriate delegation and 
supervision performance by nursing staff. This was seen in the case of the NAs working 
together, providing care for patients without the apparent supervision of the nurses (RN/EN) 
responsible and accountable for the patient’s care. Padgett (2013) argues that due to the 
dependence of nurses on mutual assistance, nurses’ practice “mutual deference”—a strategy 
of reciprocal tolerance and non-interference that gives nurses wide discretion regarding 
decisions about care. Padgett argues that to improve professional accountability, 
organisations need to address the organisation of nursing work, resource constraints and 
develop leadership and communication skills in the nursing team. It could be argued that in 
such circumstances permanency was not achieved, as nurses (RN/EN) reverted to previous 
social habits and relied on NAs as they would another nurse (RN/EN), despite the low level 
of training the NAs had received. Permanency was achieved in circumstances where the NA 
was appropriately supervised and delegated to and nurses (RN/EN) permanently adapted their 
nursing practice. Lewin (1948) theorised that acceptance and change in social perception 
resulted in the lasting impact of re-education and permanency in change. 
This case demonstrated, Lewin’s (1958, 1964) idea that tension and resistance was 
reduced as the group standard was changed and individuals accepted the new group 
standards. The results of this study revealed the journey of nurses (RN/EN) from high tension 
to acceptance, and in many cases embracement on the new level of practice. When the NA 
position was first introduced there were high levels of tension with fear, suspicion and 
hostility. This was fuelled from both within the social group (nurses) and by external forces, 
such as the nurse’s union. Participants in this case study suggested that fear and hostility was 
more predominant in experienced nurses (RN/EN), which was supported by Trybou et al.’s 
(2014) finding that nurses with more than 10 years’ experience identified more strongly with 
their profession than those with less experience. As the NA position became accepted in the 
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acute hospital setting, the group standard was changed to one of resolution and acceptance; 
thus, individuals followed the path of the group calming the tension that had existed.  
Regardless of the general sense of acceptance of the NA position expressed by the 
participants, an underlying fear of the future of the nursing role and profession was present at 
the time of the interviews. A review of global health systems around the world provided 
justification for these fears, due to the global trend towards an increasing reliance on NA 
personnel in the acute hospital setting (Aiken et al., 2016; Duffield et al., 2014; Kalisch, 
2011). In the context of this case, there was a forced acceptance for participants of the NA 
position, which had the potential to cause conflict in a nurse’s professional identity and their 
concept of their nursing role. This conflict was revealed in the results of this case study, as 
some participants expressed concern for the sanctity and quality of the nursing assessment 
process, post the inclusion of the NA to the nursing team. These nurse leaders and nurses 
(RN/EN) felt patient care was threatened by the inclusion of a lower trained worker to the 
nursing team. Participants who argued this point cited the importance of the provision of 
intimate care to patients to the nursing assessment of the patients, discharge planning through 
the understanding of patient’s social situation, and the identification of the subtle signs of the 
deteriorating patient. These fears were reinforced by evidence from the global healthcare 
environment, in which it was demonstrated that higher trained nurse–patient ratios and a 
richer skill mix were associated with better patient outcomes (Aiken et al., 2016; Glance et 
al., 2012; Kalisch, Tschannen, & Lee, 2011; Kane et al., 2007; Pearson et al., 2006; Roche et 
al., 2012; Stalpers et al., 2015; Twigg et al., 2012; Verrall et al., 2015; Yang, Hung, & Chen, 
2015).  
There was concern expressed by some participants that nursing was moving away 
from the bedside, which may potentially be impacting their job security in the future. Despite 
the nurses (RN/EN) openly accepting the presence and the assistance of the NA, a 
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discrepancy may have existed between their superego (the way they ought to feel about 
working with NAs based on group standards) and the ego (the way that they really feel about 
working with the NA position)—a process described by Lewin (1948). Some nurses (RN/EN) 
may have struggled, perceiving that care they provided was diluted with lower trained 
workers who were unqualified or lesser trained to note subtle patient cues, signs and 
symptoms, despite presenting a face of acceptance to others. According to Lewin (1948), a 
state of emotional tension may result from this conflict. In the context of this case, this 
tension may have impacted the function of the nursing team through impaired working 
relationships. 
Conversely, there were nurses (RN/EN) and nurse leader participants who, as Lewin’s 
theory (1948) described, had a change in action ideology, really accepting the change in the 
set of facts and values, and their perceived social world. There was a successful change in the 
culture of their nursing work life and their superego, accepting and embracing the inclusion 
of the NA role as part of the nursing team. These participants promoted the benefits of the 
inclusion of the NA in the nursing team including an extra set of hands, not disrupting 
another nurse’s duties to ask for assistance, and increased opportunity to focus on higher 
level duties requiring higher technical knowledge and skills. They championed the 
enhancement of patient care through the extra time the NA could spend with the patient, 
providing basic patient care. Acceptance and embracement of the NA position by participants 
was associated with higher levels of trust and comfort in the delegation and supervision 
process by nursing and leadership staff.  
Much of this discussion has centred on nurses (RN/EN) who required their social 
habits to change in response to the inclusion of the NA to the nursing team. A sub population 
within the nursing team was the new graduate nurses and junior nurses. It was revealed that 
there was an attitude by some participants that the new graduate nurse should be protected 
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from the NA. The reasoning behind this was that the new graduate nurse needed to learn how 
to manage their patient load without the assistance of a NA and that they did not have 
adequate experience to appropriately delegate and supervise the NA. There was general 
agreement from participants that further education in this space, at the undergraduate level, 
would be beneficial to nurses, including an increased focus on leadership skills. Notably, 
although some junior nurses had only experienced working on wards with a NA, the 
sentiment of fear for the future was present in this group. It may be argued that, as per 
Lewin’s theory on group dynamics discussed in Section 10.3.5, the junior nurse’s views may 
have been influenced by the sentiments of the social atmosphere that they were surrounded 
by. 
10.5 Summary 
This chapter has discussed the findings of this case study, viewed through the lens of 
Lewin’s theories of social change management and group dynamics. Literature supporting the 
findings of this case study have been integrated into the chapter and patterns across and 
within the embedded units of analysis of this case are identified.  
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Chapter 11: Quality, Recommendations and Conclusion 
11.1 Introduction 
This final thesis chapter provides an overview of the processes to ensure quality and 
rigour undertaken in this research. The limitations of the research are described and the 
strategies used to address these limitations are identified. Recommendations for policy and 
practice, education and further research are provided. Finally, the conclusions drawn from 
this study are discussed. 
11.2 Quality and rigour in the research process 
The credibility and the worth of this research was built upon quality standards and 
rigour in the research process. To maintain rigour the researcher followed a case study 
research design by Yin (2014) to accurately and comprehensively describe the case, 
systematically following and presenting the research design and applying practical standards 
for quality management. Yin (2014) used traditional quantitative constructs80 of quality 
within his research design; therefore, using this as a guide, the quality criteria of rigour, 
objectivity, reliability, validity and external validity were the focus of this research. Miles et 
al. (2014) argue that traditional quantitative constructs continued to be used in qualitative 
research, by some researchers, to signify a rigorous stance towards the research.  
The following sections discuss the quality criteria applied to this case study.    
11.2.1 Objectivity 
This research aimed to be relatively value neutral and free of bias, building objectivity 
within the research process as outlined by Miles et al. (2014) and Holloway and Wheeler 
                                                 
80 Qualitative alternatives dependable, confirmable, credible, and transferable (Grove et al., 2014). These 
constructs represent the underlying concept of using and documenting a systematic approach in assessing and 
maintaining quality in research (Lathlean & Gerrish, 2015).  
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(2010). To maintain objectivity the researcher provided a clear and comprehensive 
description of the research method and procedure for the reader. This “chain of evidence” 
allows the reader to follow the actual sequence of how data was collected, analysed and 
transformed into the study’s conclusions, including providing the reader with the ability to 
link the conclusions to the displayed data (Miles et al., 2014; Yin, 2014). The researcher 
remained self-aware of personal assumptions, values and biases, and the impact these may 
have on the research process. To maintain objectivity in this study, the researcher also 
searched for plausible rival conclusions for this research as per Miles et al. (2014).  
11.2.2 Validity 
Validity for purpose of this research was considered as the truth or authenticity of the 
conclusions drawn from this case study and the extent to which the research process 
described the case under study, as outlined by Miles et al. (2014) and Holloway and Wheeler 
(2010). This case study aimed to examine and describe in-depth the case of NAs practicing in 
an Australian acute care hospital setting, with a focus on how the policy informed the 
position’s introduction, supervisory practices, the behaviours and practices of the NA, and the 
incorporation of the NA role into nursing (RN/EN) practice. As outlined by Yin (2014) and 
Miles et al. (2014), these concepts and the operational measures adopted to match these 
concepts were defined and discussed in detail in the study report to meet the test of validity. 
The data was systematically presented and linked to theory. Verification measures were 
applied to the data and the data’s conclusion. This included the search for outlier information, 
rival explanations and the triangulation of multiple sources of evidence to test for the validity 
of this case study. As recommended by Holloway and Wheeler (2010), a detailed description 
of the decision process—“audit trail”—of this study was compiled throughout the duration of 
the study. Contextual, methodological, analytical and personal response documents were 
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included in this audit trail, which would allow potential external audiences to judge the 
validity of the data and conclusions of the study.  
It was important for the researcher to test or verify the conclusions of the study to 
confirm and demonstrate the validity of the case studies results. Verification occurred 
throughout the research process. As per Miles et al. (2014), the researcher identified potential 
biases during the data analysis including personal biases and representing congruence in the 
data acknowledging outliers. To test the validity of the conclusions of this study the 
following processes, as outlined by Miles et al. (2014), were undertaken by the researcher: 
checking for representativeness, member checking, peer review, checking for researcher 
effects, triangulation of data, the weighting of evidence, checking the meaning of outliers, the 
use of extreme cases, and checking for rival explanations. The application of these 
verification tactics to the findings of this case study are discussed below.  
The quality of the conclusions drawn from this case study were verified using 
multiple methods as recommended by Miles et al. (2014). It was important that data collected 
from the participants accurately represented their contribution to the research. Attention was 
paid to the levels of participation of the participants and the breadth of the documents 
included in this study. The researcher ensured that the documents collected for this study 
were from a variety of sources with a variety of purposes, and intended audiences to maintain 
a balanced representation of the evidence available. A wide net was cast for recruitment of 
participants, with the aim of recruiting participants that reflected the stakeholder population 
as a whole. As per the research methods of Miles et al. (2014), the researcher acknowledged 
that participants in this study were more likely to be motivated people who had the time and 
wanted to share their experiences about the case in question. Those who did not choose to 
participate may have been unmotivated or time restricted people, or may have not wanted to 
share negative experiences of the case in question due to organisational culture. To maintain 
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balanced, reflective participation of the stakeholder population, the researcher offered flexible 
interview appointments, and actively recruited participants through advertising, presentations, 
and word of mouth.  
The researcher’s effect on the case, and the effect of the case on the researcher, were 
assessed as part of the conclusion verification process as outlined by Miles et al. (2014). 
Although the researcher was not currently employed by the organisation and held no power 
relationship with the participants, the researcher remained aware that there was the potential 
for participants to provide amenable responses during the interview and focus group process, 
and to modify their responses to protect their self-interests or those of the organisation. 
Probing questions during the interviews and focus groups were used as a method of delving 
into participants’ responses to pursue authentic information. Local relevant site documents 
were also reviewed as a method of confirming the information provided by the participants 
The researcher aimed to avoid bias stemming from the effect of researcher on the case, 
through recruiting a diverse range of participants pertinent to informing the research question; 
collecting evidence that provided background and historical information; triangulation of 
multiple data collection methods; remaining focused on the purpose of the research; and 
incorporating different points of view, including those that were not harmonious with the site 
rhetoric, as per the research methods of Miles et al. (2014).  
Member checking was employed as a verification strategy in this study. The 
individual participants were sent copies of their transcripts for verification as recommended 
by Holloway and Wheeler (2010). The majority of transcripts were returned to the researcher 
with only minor corrections required. The focus group transcripts were not sent to 
participants for verification due to potential confidentiality issues. A sample of focus group 
transcripts were reviewed by the researcher’s supervisory team to verify the researcher’s 
interpretation of the meaning expressed by participants. As outlined by Holloway and 
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Wheeler (2010), a peer review of the research design and processes including the drawing of 
conclusions to identify potential bias, inappropriate subjectivity, and provide alternative 
explanations was undertaken by the researcher’s supervisory team.    
Triangulation of multiple sources of data was utilised by the researcher to verify 
conclusions drawn from the data analysis. Triangulation was the process of converging 
information from different sources of evidence to determine the consistency of findings 
(Creswell, 2014; Miles et al., 2014; Yin, 2014). Triangulation of sources and 
theory/perspectives triangulation, as described by Patton (2002), were applied to this 
research. Triangulation of sources involved the researcher comparing the information 
collected from the individual interviews, focus groups and documentary analysis for 
consistency. Triangulation of sources also compared the perspectives of the varied participant 
groups including the specified stakeholder groups and the sub groups within these 
stakeholder groups such as junior and senior staff or staff from different wards. As described 
by Patton (2002), convergence of evidence from the triangulation process increased the 
confidence in the study’s findings. Divergences in the study evidence increased the 
understanding of the complex case under study. Triangulation was used by the researcher to 
give more depth to the analysis of the study’s data and enhance this case study’s validity 
(Holloway & Wheeler, 2010).    
The researcher considered the weight of the evidence when testing the conclusions of 
this research. Miles et al. (2014) describe the weight of the evidence as the strength of the 
data collected; that is, stronger data is considered more valid, and weaker data less valid. 
Evidence collected for this study varied in strength/validity for a range of reasons. These 
included the source of the evidence, the participant’s knowledge and involvement with the 
case under study, the participant’s ability to articulate and reflect on their experiences, and 
the application of validation or verification tactics to the data collected. When reviewing 
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documentary evidence, the researcher took note of the source and purpose of the document 
assigning, higher validity to documents with clear attributable information and clarity in the 
documents purpose and intended audience. The researcher asked each participant their 
involvement with the NA position, and/or development of the position in their role, ascribing 
higher validity to those who were closer to and had more experience with the case under 
study.  
Conclusions from this study were tested through checking the “meaning of outliers” 
and using extreme cases, as per the recommendation of Miles et al. (2014 p. 301). These 
tactics involved the researcher identifying data or participants, referred to as outliers, which 
provided different information to the mainstream points of view. They were the exceptions to 
the norm and in this study participants provided conflicting and sometimes controversial 
information to that of the majority of the study population. As described by Miles et al. 
(2014), the outliers assisted the researcher to deepen conclusions about the case under study, 
protect against researcher biases, and build a more thorough description of the introduction of 
the NA into the acute hospital setting. The researcher considered the strength/validity of the 
outlier information through assessing the source of documents, the participant’s experience in 
their current role and their involvement with the introduction of the NA role, as well as these 
outliers’ potential biases. Rival explanations were actively considered throughout the data 
analysis process of this study to test and confirm conclusions, as outlined by Miles et al. 
(2014) and Yin (2010). This entailed the researcher thinking of possible plausible alternative 
explanations for the outcomes of the data analysis including other influences on the case and 
information about the case.  
11.2.3 Reliability 
The reliability of this case study was drawn from the consistency and stability of the 
research process with a focus on quality and integrity as described by Miles et al. (2014) and 
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Holloway and Wheeler (2010). It was the aim of the researcher to minimise errors and bias 
within the research process to enhance the reliability of the study. Detailed documentation of 
the research process was used as a tool to maintain reliability within this research. As part of 
this documentation, a case study protocol was designed and followed throughout the duration 
of the study as outlined by Yin (2014). The documentation of the study provided a clear 
outline of the research questions, the role and status of the researcher, the representativeness 
of the sample, methods of verification of the study’s conclusions, the epistemological 
position of the researcher, and the theories guiding and framing the study as described by 
Miles et al. (2014). A case study database was also compiled by the researcher that organised 
and documented the study data collected for this research, as outlined by Yin (2014). This 
researcher acknowledges the potential impact the researcher had when acting as the research 
instrument to the study’s conclusions, and recognises that the background and characteristics 
of a researcher may influence their interpretation of the data as described by Holloway and 
Wheeler (2010). All efforts were taken during this research process to minimise this influence 
through the triangulation and review process.  
11.2.4 External validity  
The external validity of research encompassed the generalisability of a study’s 
findings outside the case study (Holloway & Wheeler, 2010; Miles et al., 2014; Yin, 2014). 
Stake (1995) argues that case studies are the study of the particular with the emphasis on the 
case itself, which limits the generalisability of its conclusions. Yin (2014) agrees that 
statistical generalisation of case studies results may not be considered feasible due to small 
sample sizes; however, analytical generalisation, which is the extension of a study’s findings 
to situations outside the original case study based on theoretical concepts, may be applied. 
The external validity of this study was strengthened as the findings of this study were 
congruent with its descriptive theory; a diverse study sample was recruited and a detailed 
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description was provided regarding the samples characteristics and recruitment process; thick 
description was used to describe the study’s findings; the processes and outcomes used were 
applicable to other hospital settings; and the limitations of the study were discussed as 
outlined by Miles et al. (2014). The application of the quality criteria was an important 
method of assuring the credibility and value of this case study.   
11.3 Limitations 
Limitations of this research were identified as part of the quality and rigour process. 
The limitations of this study are divided into process limitations and measurement 
limitations. 
11.3.1 Process limitations 
The researcher’s reliance on gatekeepers was a limitation to this case study. The 
researcher relied on gatekeepers for access to participants and access to documents. The 
researcher triangulated multiple sources of information to reduce potential bias from the 
reliance on gatekeepers and employed measures to limit pressure and coercion of participants 
by gatekeepers. To decrease the reliance on gatekeepers, the researcher offered flexible 
interview appointments and actively recruited participants through advertising, presentations 
and word of mouth.  
The researcher was inexperienced in case study research, including the conduct of 
focus groups, but the researcher attempted to ameliorate this limitation through wide reading, 
consultation with peers and supervisors in the field of research, and applying quality 
measures as previously described. 
11.3.2 Measurement limitations 
This case study aimed to provide insight about the role of the NA practicing in an 
acute hospital setting. The unique nature of the position in the Victorian context did not allow 
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for a direct comparison to another case. All relevant acute wards within the hospital 
organisation had employed a NA position preventing comparison of acute wards with and 
without NA within the same hospital organisation. Comparison of similar units with and 
without NA is a recommendation for future research. 
Patients were not recruited as part of this case study, as it was focused on an in-depth 
examination of the NA position at an organisational and workforce level. The introduction of 
the patient experience could have increased the scope of the case study, but potentially 
decreased the depth and quality of staff data collected due to the additional data volume. An 
examination of the patient experience of the NA position is a recommendation for future 
research. 
11.4 Recommendations 
The findings of this case study, integrated with the current literature and 
commissioned reports and inquiries examining the NA position in the acute hospital setting 
and nursing workforce issues, were used to develop recommendations. The recommendations 
and the findings linked with each recommendation, are listed in Table 11.1, and are divided 
into policy and practice, education and further research. 
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Table 11. 1 Recommendations of research  
Policy and practice: 
To maintain the quality of patient care and the sustainability of the NA position in the acute hospital setting it is important that policy and practice 
decisions are evidence based. The findings of this study may inform policy and practice, for evidence based decision-making. 
Finding Reasoning Recommendation 
Finding 1:  
Consideration should be 
given to the regulation of 
the NA, to provide 
consistency in the title, 
training, “scope of 
practice”, code of conduct, 
standards of practice and 
policies regarding the 
implementation and 
ongoing maintenance of the 
role in the acute hospital 
setting.  
 
Reasoning 1:  
Consideration should be taken to the registration and regulation of the NA position in 
healthcare delivery. Patients receiving healthcare are in a vulnerable position. They need 
to be able to trust that the person attending to their care is appropriately trained, competent 
and follow a code of conduct for standards of care and ethical behaviour (Francis, 2013a). 
The onus is currently on the organisation responsible for the NA position to dictate the 
function, duties and competencies of the NA position which has resulted in multiple 
variations of the NA position occurring (Duffield et al., 2014). Regulation would require 
the development of clear and consistent policies and guidelines at the national, state, and 
organisational level regarding the role and training of the NA and their responsibilities 
within the acute hospital setting. Clarity and consistency regarding the NA position across 
organisational settings and jurisdictions would assist in defining and delineating the 
nurse’s (RN/EN) responsibility when working with the NA position. This is supported by 
the findings of the Francis Report (2013) and Duffield et al. (2014). Duffield et al. (2014) 
argues that regulation would provide consistency and greater accountability in the NA role 
and that a lack of regulation places the public, nurses (RN/EN) and NAs at risk. 
Recommendation 1:  
It is the recommendation of 
this research that consideration 
is taken for the regulation of 
the NA position and that the 
title and training of the NA 
position should be uniform 
across organisations and 
institutions to limit confusion 
that may have a negative 
impact on patient care. As the 
NA is considered part of the 
nursing team the NMBA 
should be considered as the 
regulating body for this 
classification of worker. Due 
to the vulnerable nature of the 
patients NA work with it is 
recommended the NA position 
should be registered with 
annual re-registration 
processes in line with nursing 
registration. 
Reasoning 2:  
The uniformity in the presentation of the different levels of the nursing team, resulted in 
regular confusion of what level of nursing team member was providing care and assistance 
to patients. This resulted in situations where inappropriate communication and information 
exchanges occurred between NA and the multidisciplinary healthcare team and NA and 
patients and their families. This is important as professional levels of communication are 
important in the healthcare setting to maintain standards of care and to develop a 
supportive and reassuring therapeutic relationship between nurses and patients (Perry et 
., 2015; Stein-Parbury, 2012). If a miscommunication occurs between parties or 
inappropriate or inaccurate information is exchanged this may adversely affect patient care 
voke abusive and disrespectful behaviour within the acute hospital setting 
(Boynton, 2016; Pavord & Donnelly, 2015; Perry et al., 2015).  
Further, the lack of the ability of patients and families to be able to easily identify and 
understand the roles of the different levels of the nursing team, resulted in situations where 
patients and families became frustrated when their expectations of the nursing team went 
unmet, as described by the NAs in this case study. This impacted the role satisfaction of 
the NA as, in many cases, they bore the brunt of the patient’s frustration, when asked to 
undertake a task outside the boundary of their role or competency level by a patient or 
their family. Information should be easily accessible to patients and their families as to the 
role of the different levels of nurses and the NA position and what patients may expect 
from the different members of the nursing team, to reduce confusion and align 
expectations with reality. The easy identification of the level of nursing team members is 
also important for nursing team members to recognise their accountability and 
responsibility when working with different staff members. This is especially relevant for 
casual, new or junior staff members who may be unfamiliar with the staff members on a 
This recommendation is supported by the findings of the Francis report (2013), 
which recommends that the NA should be easily distinguishable from the RN (Francis, 
  
Recommendation 2: 
It is the recommendation of 
this research that the different 
tiers of nurses are easily 
identifiable to patients, carers 
and visitors through clearly 
visible and identifiable (such 
as colour coding) identity 
labels and uniforms, within the 
acute ward setting.  
 
Reasoning 3:  Recommendation 3: 
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implemented at an 
organisational level to 
ensure standards and policy 
requirements, relevant to 
the NA position, are 
maintained. 
safety and quality of patient care. A finding of this study was that ongoing monitoring81 
and evaluation of the NA position in the acute hospital setting was limited. At the time of 
this case study structured quality assurance measures82 were not in place and managers 
relied on feedback from staff and patients as to the performance and effectiveness of the 
NA position in the acute hospital setting.  
Lewin (1958), promoted the importance of objective standards of achievement to be set, to 
prevent incorrect conclusions regarding working habits. A lack of formal monitoring of 
the NA position and their interaction with the nursing team, and a reliance on anecdotal 
evidence from staff and patient feedback, may have resulted in incorrect conclusions of 
working behaviours and the effectiveness of the NA in the acute hospital setting. The 
impact of the individual and interpersonal working relationships on the perception of the 
value of the NA role was found in this case, thus, supporting the importance of objective 
standards of achievement in the organisation setting. Objective standards should not only 
focus on patient outcomes, they, should be relevant to the intention of the position and 
include measurement of the nurse’s (RN/EN) ability to provide care to the upper end of 
their scope and improvements in the nurse (RN/EN) and patient experience.  
for the evaluation of the NA 
role in the acute hospital 
setting. 
Findings 4 & 5:  
It is important that there are 
support mechanisms and 
strategies in place for the 
NA role and those who 
work with the role at the 
organisational and ward 
level. 
Reasoning 4 &5:  
This case study revealed that there were inconsistencies in the level of support the NA 
received in the ward setting and by whom the support was provided by. The lack of formal 
structure for the support of NA and inconsistencies that existed between the levels of 
support the NAs received, resulted in the perception of poor support for the NA position, 
within the NA group. This led to NAs expressing feelings of isolation and insignificance 
regarding their role in the acute hospital setting, which, impacted their role performance 
and job satisfaction levels. The findings of this case demonstrate the importance of the 
perception of organisation support within the working environment for the cohesive and 
effective function of the nursing team. This was supported by the findings of Trybou et al. 
(2013), who found that RNs and NAs who perceived a higher level of organisational 
support were more likely to demonstrate extra-role behaviour, going the extra mile for the 
Recommendation 4: 
It is the recommendation of 
this research that formal 
support structures, which 
clearly delineate the roles of 
senior and education staff in 
the support of the NA position 
are developed and 
implemented at an 
organisational level, in the 
acute hospital setting, to 
enhance the experience and 
                                                 
81 The BSBC evaluation was conducted after the pilot study only (PwC, 2011). On return to the participants, one senior manager, reported that there had been a further 
evaluation conducted into the NA role; however, the results were not published or available for review. No detail was provided as to the criteria for evaluation or outcomes of 
the evaluation by the manager in question. 
82 Quality Assurance is “a programme or set of procedures and activities that are designed to ensure an acceptable level of quality”(C. Park & Allaby, 2017). 
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organisation. Further, Bailey (2014), using a time-lagged repeated measures design, found 
that higher levels of nursing staff perception of leader supportive supervision [sic] were 
associated with greater work team cohesion, higher staff job satisfaction and increased 
staff intent to remain with the organisation. 
skills of the NA, build 
teamwork within the nursing 
team and the maintain quality 
of patient care.  
Recommendation 5: 
Further research into the 
support of the NA in the acute 
hospital setting is undertaken. 
Finding 6: 
It is important that there is 
an ongoing review of the 
NA model addressing: 
effective distribution of NA 
to individual wards, 
patterns and levels of 
staffing, strategies to cope 
with instabilities in NA 
staffing levels and 
performance management. 
 
Reasoning 6: 
Pressures on the healthcare system and healthcare workforce have required organisations 
to re-examine the way healthcare is delivered in the acute hospital setting. The 
introduction of the NA position to the nursing team has been a common strategy employed 
by hospital organisations around the world to address gaps in nursing care delivery and 
reduce the financial outlay relevant to nursing care. Research has demonstrated the 
importance of the appropriate level of skill mix to provide safe and quality patient care. 
Further to this flexibility and discretion at the unit level is required for the adoption of the 
most appropriate model of nursing care delivery to best meet the patient and nursing care 
needs for a shift (Duffield et al., 2010).  
In the context of this case, at the time of this case study, there was a lack of flexibility and 
stability in the NA model of care. A “one size fits all” model was implemented, 
independent of the individual needs of the wards within the acute hospital setting, 
resulting in gaps and inefficiencies in staffing allocation. These gaps and inefficiencies 
resulted in frustration by some nursing leaders, nurses (RN/EN) and NA and increased 
pressure on the NA and nursing staff. This led to decreased role satisfaction and the 
perception that the NA was not fulfilling the intention of the position. Further frustration 
was expressed by the nursing team, at the restrictions placed on the rostering of NA to 
certain shifts and the exclusion of weekend days. They argued that nursing is a 24hour role 
and there should be adequate support for the 24 hour period all days of the week to 
provide safe and quality patient care.  
The instability of the NA either attending shifts or the NA being allocated to perform the 
role of a CPO rather than assisting nursing staffing, was also a point of aggravation for 
nursing staffing in this case, as they lacked confidence that they would have the support 
Recommendation 6: 
It is the recommendation of 
this research that a review is 
undertaken of the NA staffing 
model, with consideration to 
the intention of the position, 
and the level of reliance 
nursing staff have on the 
support from the NA position 
in individual wards.  
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they needed for a shift. There was a common perception that the allocation of the NA to 
perform the role of a CPO was taking the NA away from the intention of the position 
which was to support the nursing staff in the basic care of the patient. Nurse leaders and 
nursing staff called for the adoption of a NA ‘bank or pool’ [sic] system, in which casual 
NA could be employed when NA were absent or were allocated as a CPO, therefore, 
establishing a level of stability in the support provided to the nursing staff by the NA. The 
requirement for NA to be employed through the traineeship program rather than on an ad 
hoc basis was also a source of frustration for nursing leaders as they were unable to 
replace NAs that left or reduced their hours. This required the nurse leaders to predict 
shortfalls in their NA EFT prior to the commencement of the traineeship program to 
request additional NA trainees be allocated to their wards. Flexibility should be built into 
the NA model, in relation to training and employment, allocation and rostering. On return 
to key participants in this case study, the organisation had begun to take steps towards this 
direction. Consideration should be taken into the implementation of a casual NA 
workforce. 
Education: 
To maintain the quality of patient care and patient safety it is imperative that all members of the nursing team are appropriately educated and trained in 
their role, responsibilities and the roles and responsibilities of others. This research has come to several recommendations for education in relation to the 
NA in the acute hospital setting. 
Finding Reasoning Recommendation 
Finding 7:  
It is important that there is 
ongoing coordinated 
education at the 
organisational level to 
ensure all nursing staff are 
aware of the NAs role and 
their own responsibilities 
when working with the NA 
in the acute hospital setting. 
Reasoning 7: 
To protect nurses (RN/EN) and NAs, and ensure the provision of safe and quality patient 
care, the inclusion of the NA to the nursing team, required nurses (RN/EN) to have a clear 
understanding of supervision and delegation practices and their responsibility and 
accountability when working with the NA position (Bittner & Gravlin, 2009; Hasson et 
al., 2013; Wagner, 2018). It was revealed in this case study that there were some gaps and 
contention within the nurse’s (RN/EN) understanding of their responsibilities and level of 
accountability in relation to the NA position. These gaps were also demonstrated in the 
practice and understanding of delegation and supervision between the nurse (RN/EN) and 
the NA in this case. ENs in this case were erroneously practicing supervision and 
delegation of the NA. Nurses (RN/EN) were able to theoretically differentiate between the 
Recommendation 7: 
It is the recommendation of 
this research that nursing staff 
are provided ongoing 
education on their 
responsibilities and 
accountability, and supervision 
and delegation practices when 
working with the NA position.  
 307 
 
levels of supervision however, there were deficits in the practical application of the 
different levels of supervision. Supervision and delegation practices were influenced by 
ward culture and the expectations and experience of individual nurses (RN/EN) and NA. 
Ongoing education should involve practical examples and opportunities for open 
discussion so nurses (RN/EN) may gain a greater understanding of the practical 
application of the principles of supervision, delegation and accountability in the acute 
hospital setting when working with the NA position. Focus should also be placed on the 
importance of interpersonal relationships within the nursing team and effective leadership 
skills for nursing staff as recommended by the research literature on effective delegation 
(Anthony & Vidal, 2010; Gravlin & Bittner, 2010; Magnusson et al., 2017). 
Finding 8:  
It is important for RNs to 
be introduced to their role 
as a leader at the 
undergraduate level. A 
focus should be placed on 
the nurse’s responsibilities 
and accountabilities when 
working with lower trained 
workers, leadership skills 
and supervision and 
delegation during their 
undergraduate training.  
Reasoning 8:  
As the role of the NA becomes increasingly more prevalent, it is important for junior 
nurses to understand their responsibilities and accountabilities when working with lower 
trained workers. This is also relevant to junior RNs working with ENs in the acute hospital 
setting. International research literature has demonstrated that new graduate nurses are ill 
prepared for the demands of delegation and supervision within the clinical setting (Allan 
et al., 2016; Hasson et al., 2013). As a means of protecting and strengthening the nursing 
skills of new graduate nurses in this case, nurse leaders advocated that new graduate 
nurses not to be assisted by the NA. However, this was not practiced in the ward setting as 
multiple new graduate nurse participants, in this case study, discussed working with the 
NA in the acute ward setting. An example was provided in this case of a situation in which 
the new graduate nurse did not possess the leadership skills or the confidence to manage 
the NA appropriately with potential adverse effects on patient care. 
 
Recommendation 8: 
It is the recommendation of 
this research that there is an 
increased focus on leadership 
skills, including the roles and 
responsibilities of delegation 
and supervision and the 
nurse’s responsibilities and 
accountabilities when working 
with lower trained healthcare 
assistants at the undergraduate 
level. ENs should also have 
access to training on 
supervision and delegation in 
their training program as their 
scope of practice expands. 
Finding 9:  
It is important that 
continued educational and 
training support is provided 
for the NA in the acute 
hospital setting to enhance 
Reasoning 9: 
A predicted nursing (RN/EN) shortage in the near future and an ageing workforce has 
prompted the Australian government to examine methods to retain and draw people into 
the nursing workforce. It was revealed in this study that the NA model of care provided 
access to a new part of the workforce pool to draw nurses (RN/EN) from, with nurse 
leaders encouraging NA to progress into a nursing career. Adequate training of the NA 
Recommendation 9: 
It is the recommendation of 
this research that ongoing 
education and training specific 
to NAs is provided to the NA 
group at the ward and 
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the quality of patient care 
and promote the 
progression of NA into 
nursing career. 
role was important to the effectiveness of the position and the role satisfaction of the NA 
in this case. In situations where NA felt underprepared, such as in the case of working 
with patients with high emotional care needs or psychological issues, the NA expressed 
feelings of dissatisfaction with their training and role. NA were offered very few 
opportunities for ongoing training or education. Their access to training was controlled by 
the NUM on the ward that they worked and varied between wards. Continued education 
and training and support in career advancement by the organisation were identified in this 
research as means of acknowledging contribution the NA makes to patient care and 
providing self-worth for NA.  
organisational level to 
maintain the quality of patient 
care and patient safety and to 
enhance the NA role 
experience. Support should 
also be provided to those 
wishing to pursue a nursing 
career. It is further 
recommended that NA are also 
provided ongoing refresher 
education on the duties and 
boundaries of their own role 
and variability in the duties of 
the position to reduce 
frustration and 
misunderstanding of what is 
expected of a NA in different 
ward settings. 
Further research: 
“Nursing, as a profession, seeks to ensure the care nurses deliver is scientifically sound, clinically effective, compassionate, 
and meets each patient’s needs”(Christenbery, 2017, p. 5).  
Optimal nursing care and patient outcomes are built upon the integration of best research evidence, clinical experience and consideration for patient 
values. The increasing prevalence of the NA position in the acute hospital setting in the Australian context requires further research in this space to ensure 
policy and practices are evidence based and patient safety and quality of care are maintained and enhanced. This research has come to several 
recommendations for further research in relation to the NA position in the acute hospital setting as follows: 
Finding Reasoning Recommendation 
Finding 10:  
Further research and of 
objective measures of the 
effectiveness of the NA 
position in the acute 
Reasoning 10:  
The care provided by the nursing team in the acute hospital setting is critical to the quality 
of the patient experience and patient outcomes (Duffield et al., 2011). This research 
examined the introduction of the NA position into the acute hospital setting from the 
perceptions of key stakeholders which was supported by documentary evidence. It was 
Recommendation 10: 
It is the recommendation of 
this research that further 
examination of objective 
measures of the effectiveness 
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hospital setting is needed 
and how the position meets 
the intention of the role, to 
allow nurses (RN/EN) to 
work to the upper end of 
their scope and enhance the 
nursing and patient 
experience.  
found in this case study that there was concern that the NA position was not fulfilling the 
intention of the role as described at the implementation of the role. Further to this some 
participants voiced concerns that there was no objective measures in place to examine the 
effectiveness of the NA in the acute hospital setting.  
The NA model of care employed by the hospital organisation, at the time of this case 
study, was unique in the context of Victoria and to the hospital organisation examined. 
Previous research on the NA position particular to this case was limited to the evaluation 
of three BSBC pilot programs funded by the DoH Victoria (PwC, 2011). This report was 
based on the pilot phase only of the NA model and provided little objective information. 
This research found that individual wards varied in the levels of support they required 
from the NA position. This should be taken into consideration for any future studies into 
the effectiveness of the NA position and skill mix research. 
of the NA position in the acute 
hospital setting be undertaken 
to identify how the position 
meets the intention of the role, 
and to inform and provide 
evidence in the development 
of evidence based policy and 
practice. 
Finding 11:  
Further research into the 
supplementation and 
substitution of the nursing 
workforce with NAs is 
needed. 
Reasoning 11: 
Evidence in the research has shown that there is a relationship between nursing staffing 
and patient outcomes (Aiken et al., 2016; Kalisch, Tschannen, & Lee, 2011; Kane et al., 
2007; Pearson et al., 2006; Roche et al., 2012; Stalpers et al., 2015; Twigg et al., 2012; 
Verrall et al., 2015). The dilution of nursing skill mix by lower trained workers has 
become a common tool to reduce costs and boost nursing numbers (Jacob et al., 2015). In 
this study the NA assistant position was employed in a supernumerary capacity, 
supplementing the nursing numbers. In other contexts, the NA position is used as a 
substitution for nurses. Previously conducted Australian research into the supplementation 
of the nursing workforce by NA in the acute hospital setting, found that the employment 
of the NA role in an additive model did not improve patient care and increased the chance 
of certain adverse patient outcomes, such as urinary tract infections and pneumonia 
(Twigg, Myers, et al., 2016).  
Recommendation 11:  
It is the recommendation of 
this research that further 
research should examine the 
supplementation of the nursing 
workforce with NA and then 
compare NA models 
supplementing nursing 
numbers against models in 
which the nurses are 
substituted with NA in the 
Australian Context to inform 
policy and practice into the 
future. Complementary to this, 
further research could examine 
and compare the NA role to 
other assistive roles such as 
allied health assistants to 
further inform discussion 
about assistive positions in 
healthcare.  
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Finding 12:  
Further research into 
clarifying delineations 
between nursing roles and 
professional boundaries and 
expectations to improve 
teamwork and patient care. 
Reasoning 12:  
The inclusion of the NA heightened the importance of teamwork within the nursing team. 
Effective teamwork is critical for patient safety and the delivery of quality patient care 
within the acute hospital setting (Kalisch, 2009; Kalisch, Xie, et al., 2013; Rahn, 2014). 
Findings of this case study revealed the importance of the NA working as an integrated 
member of the nursing team rather than in isolation, to role satisfaction and the perceived 
value of the NA role in the acute hospital setting. Previous research supports the 
importance of team members working together rather than in parallel as independent silos 
(Bellury et al., 2016; Johnson et al., 2015). Interpersonal relationships and collegiality 
were important to teamwork in this case which was supported in the literature (Weydt, 
2010). Further, previous research demonstrated the importance of members of the nursing 
team having a shared mental model,83 as a lack in shared mental model in the nursing team 
may result in different work goals, ineffective communication, and poor team performance 
therefore negatively impacting patient care (Bellury et al., 2016). In this case study there 
were multiple examples of contrasting mental models within the nursing team that were 
influenced by individual values, expectations and ward culture. Contrasting mental models 
resulted in frustration and dissatisfaction within the nursing team.  
Tension already exists between the role boundaries and domains of the RN and EN within 
the nursing team (Jacob et al., 2012). The delineation between nursing team member 
duties is further blurred with the inclusion of the NA position. This was apparent in this 
case study as NA and some nurse participants (RN/EN) perceived that NA were 
performing the same job as nurses, except for the administration of medications, which 
showed a lack of understanding of the difference between the roles of the nursing team. 
The inclusion of the NA role to the acute hospital setting is further complicated as the NA 
position description and boundaries is determined by the organisation and the ward they 
worked upon, therefore potentially causing confusion in what the NA can and cannot 
attend to. Inconsistency in the duties if the NA was not isolated to Australia, a lack of 
standardisation and consistency in the role of the NA was a finding in the Francis report 
(2013) in the UK. Through clarifying roles and expectations, staff members may 
understand their accountabilities and responsibilities when working as a member of a team 
Recommendation 12: 
It is the recommendation of 
this research that further 
research is conducted into 
clarifying the boundaries of 
the nursing team members 
(RN, EN and NA) roles and 
what is the best way to inform 
and disseminate information 
about the differences between 
the roles.  
                                                 
83 Salas et al. (2005) defined shared mental models as the “shared understanding or representation of team goals, individual team member tasks, and the coordination of the 
team to achieve common goals… through this shared understanding, teams can perform the needed teamwork skills (e.g., backup behaviour, mutual performance monitoring) 
required for effective team performance” (Salas et al., 2005, pp. 565-566) 
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which may promote effective team work. Further to this, this research recommends 
research into the impact of expanding lower trained workers roles to perform higher levels 
skills, such has been seen in the case of the EN in the Australian setting and has been seen 
in the UK where unregulated workers performed highly technical tasks.  
Finding 13:  
Further research into the 
support requirements of the 
nurses (RN/EN) and NA 
position in the acute 
hospital setting. 
Reasoning 13:  
Projected healthcare workforce shortages and the increasing demands on the healthcare 
system require healthcare organisations to retain staff to meet healthcare workforce 
demands (HWA, 2012a; National Health Workforce Taskforce., 2009; Roche et al., 2016). 
The transient nature of the NA workforce was revealed in this case study. This case 
demonstrated that NA who perceived they had low levels of support where more likely to 
be dissatisfied with their role which may have an impact on their intention to stay in the 
position. Due to the nature of the NA position there was the chance that the NA would be 
delegated what was called the ‘dirty work’. Further to this, due to a lack of formal 
structure in the allocation and monitoring of the NA workload, there was the chance that 
NA may be allocated a high workload within a shift, thus requiring NA to be overworked 
potentially leading to burnout or to stand up for themselves and face being called lazy, 
unhelpful or difficult by other staff members. 
Recommendation 13: 
It is the recommendation of 
this research that to retain NA 
and to encourage NA to 
progress into a nursing career 
organisations and governments 
need to examine the best 
methods to support this 
category of worker. To further 
inform this direction of 
inquiry, an exploration of the 
motivation of existing and new 
NAs for seeking the role and 
how their experience in the 
role have met their 
expectations would be 
valuable. 
Finding14:  
Further research into 
maintaining quality patient 
centred care when a team 
nursing model consisting of 
varied levels of 
qualification and 
education/training (RN, EN 
and NA) in the Australian 
context. 
Reasoning 14:  
Holistic and patient centred nursing care are important concepts in nursing care delivery 
(Fitzgerald et al., 2015; Kitson et al., 2013; Wilkinson et al., 2015). The addition of the 
lower trained worker to the nursing team has the potential for nursing care to become 
fragmented as care is broken down into a list of tasks for each team member to perform. 
Fragmentation through the addition of a multilayered team approach may result in care 
being provided in a functional or task allocation model, which, according to Duffield et al. 
(2010), were unpopular due to poor patient satisfaction and lack of holistic nursing 
practices. The addition of the NA to the nursing team requires nurses (RN/EN) to rethink 
their nursing practice as they delegate duties to the lower trained worker. It is important 
for nurses to continue to practice patient centred care (J. Parker, 2014). This research 
Recommendation 14: 
It is the recommendation of 
this research that further study 
is required on how nurses can 
continue to provide holistic 
and patient centred care in the 
context of a nursing team 
model consisting of varied 
levels of qualification and 
education/training (RN, EN 
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study demonstrated that there remains gaps in the nurse’s abilities to operationalise and 
maintain holistic nursing practices while working in a team environment, with a multi-
level nursing team, as shown in the concern expressed about the impact the NA has on the 
nursing assessment process. As the NA position continues to be implemented by hospital 
organisations in response to the increasing pressures on the healthcare system, pressures 
on the nursing workforce and predicted workforce shortages, nurses will be increasing 
exposed to working in a team with the NA position (DHHS Vic, 2015; HWA, 2012a; 
National Health Workforce Taskforce., 2009). 
and NA) in the Australian 
acute hospital setting.  
Finding 15: 
There is a need for further 
research into the patient 
experience when a team 
nursing model consisting of 
varied levels of 
qualification and 
education/training (RN, EN 
and NA) is in place, in the 
Australian context. 
Reasoning 15: 
It has been recognised by the American College of Emergency Physicians (ACEP, 2016), 
that the patient’s perceived experience of care can be related to patient outcomes. A 
patient’s self-reported experience with hospital care has become a common measurement 
of quality in the healthcare setting (Oppel & Young, 2018). Nursing care is a key 
determinant in a patient’s perception of their care and is influenced by the nurse’s 
interaction and communication with patients (Martsolf et al., 2016; Oppel & Young, 
2018). To deliver high quality healthcare it has been argued that it is essential for 
healthcare workers to understand and improve the patient experience of care (Robert, 
Waite, Cornwell, Morrow, & Maben, 2014).  
Recommendation 15: 
It is the recommendation of 
this research that further 
examination of the patient 
experience when being cared 
for by a team model of nursing 
consisting of varied levels of 
qualification and 
education/training (RN, EN 
and NA) in the Australian 
context. A comparative study 
of patients on wards with NA 
and those without should also 
be considered. 
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11.5 Conclusion 
Pressure on the Australian healthcare system has resulted in healthcare providers and 
governing bodies rethinking models of healthcare delivery in the acute hospital setting in 
Australia (HWA, 2012a). Organisations and governments are seeking strategies to provide 
sustainable, cost-effective solutions for quality healthcare delivery to meet the healthcare 
needs of the population (Duckett et al., 2014; PwC, 2011). Projected healthcare and nursing 
workforce shortages have galvanised the need to retain experienced nursing professionals and 
to draw new nurses into the profession (HWA, 2012a; PwC, 2011). In response to the 
pressures on healthcare services, nursing workload pressures and predicted nursing workforce 
shortages, a hospital organisation in Victoria introduced an unregulated NA position to the 
nursing team in the acute ward setting. This NA position was supernumerary to the required 
nursing patient ratios, and therefore supplemented the nursing team. The intention of the 
introduction of the NA position was to allow nurses (RN/EN) to work to the upper end of 
their scope, assist with the nursing workload and enhance the patient and nursing experience. 
During the data collection phase of this research study, the NA model implemented by the 
hospital organisation was unique to the Victorian context. A descriptive, single, embedded 
case research design was used to describe in-depth the case of NAs practicing in an 
Australian acute care hospital setting. 
This case study research contributes valuable evidence to inform the unregulated NA and 
nursing workforce discussion. Information learnt from this case was built from the 
perspectives of participants in the NA workforce model, including policy makers, mangers, 
supervisors, educators, RNs, ENs and NAs. This information was triangulated with 
documentary evidence and discussed in reference to theory and current literature. The 
findings in this study were positioned in the broader context of the nursing workforce and 
skill mix discussion. The key findings of this case study are:  
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1) Ongoing maintenance and evaluation of organisational guidelines, standards 
and resource allocation processes are essential for the function and 
sustainability of the NA model in the acute hospital setting.  
2) An inclusive and supportive, multi-tiered nursing team environment built on 
clear role definitions and expectations fosters open communication and trust 
between team members, enhancing working relationships and patient care. 
3) The addition of lower trained workers to the nursing team requires the nurse to 
assume a leadership and supervisory role, adapting their practice to maintain 
the quality of patient care. 
4) In the acute hospital setting, the NA role was physically and emotionally 
demanding, with key characteristics of a valued NA being identified as 
strength, initiative, motivation and a high level of communication and 
interpersonal skills. 
The findings of this case study demonstrate that for the effective implementation and ongoing 
operation of the NA position in the acute hospital setting, clarity, consistency, 
communication, collegiality and commitment are important aspects of the NA workforce 
model, as described in Table 11.2. 
Table 11. 2 The five C’s for the implementation and ongoing operation of the NA workforce 
in the acute hospital setting 
Clarity Clarity is required in the roles and responsibilities of the nursing team. These 
roles need to be supported by clear policies and position descriptions. Nursing 
team members, managers, supervisors and educators should be clear about their 
expectations, responsibilities and accountabilities when working with the NA 
position in the acute hospital setting. 
Consistency  Consistency is required at the organisation and individual level in the 
interpretations and operation of institutional policies and procedures to prevent 
confusion and potential adverse outcomes. As the NA position becomes more 
widely spread the training and duties of the NA should remain consistent across 
organisations and at the national level to prevent confusion, inefficiencies and 
adverse outcomes in the acute hospital setting. 
Communication Communication of the roles and responsibilities of the NA position and those 
who work with or support them is important to the function of the nursing team 
and quality of patient care. Policies, position descriptions, and competencies of 
individual NA should be disseminated and regularly updated. Members of the 
nursing team should be easily identifiable and the expectations of the different 
levels of the nursing team made clear to those working in and accessing the 
acute hospital facilities. 
Nurses should be educated on their roles and responsibilities in their 
undergraduate studies so as to prepare them for working as a supervisor and 
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leader in a nursing team, and to enable delegation skills. A stronger focus 
should be placed on leadership skills at the undergraduate level. Regular 
refresher education at the organisational level, should be undertaken to ensure 
staff are aware of each team member’s roles and responsibilities and to 
reinforce supervision and delegation practices. 
Effective communication is important to teamwork and the quality of patient 
care. Professional communication standards should be upheld in the work 
environment including interactions between staff members and staff members 
and patients and their families.  
Collegiality Collegiality and strong interpersonal skills are important to the function of the 
nursing team and building cohesive working relationships. Strategies to 
strengthen interpersonal skills in the nursing team should be examined to 
enhance working relationships and teamwork. Attention should be paid to 
group dynamics within the acute hospital environment promoting a supportive, 
transparent, and “we environment”. 
Commitment Commitment to the support and evaluation of the NA role and its place in the 
nursing team, by organisations and governing bodies, is important to the 
sustainability and perception of the value of the NA role in the acute hospital 
setting. Organisations must be willing to commit resources to enable the NA to 
allow the nursing staff to work to the upper end of their scope, and enhance the 
patient and nursing experience, ensuring workloads are fair and appropriate. 
Flexibility in the distribution of NAs and increased access to NA workforce for 
acute hospital wards should be an aim for the organisation.  
Organisations must commit to maintaining safe skill mix and nursing numbers 
to maintain the quality of patient care. 
It is important that the organisation is committed to supporting the nursing team 
to achieve role satisfaction, a sense of worth, and effective team work in the 
provision of quality care, for the retention and recruitment of nurses into the 
future. 
The nursing team needs to be committed to working as an effective team, 
developing shared mental models, achieving mutual trust, and engaging in 
closed loop communication. For the quality and safety of patient care and to 
protect the members of the nursing team, each team member must commit to 
performing their roles appropriately and within their scope of practice, ensuring 
appropriate supervision and delegation practices are followed.  
 
This study is significant, as nursing skill mix and numbers are topical issues in 
healthcare delivery globally (Twigg, Myers, et al., 2016). In this case, the NA position was 
adopted as a supernumerary role in the context of mandated nurse–patient ratios for nursing 
staffing. This provided a new perspective on the NA discussion in the Australian context, as 
previous Australian research regarding the NA role in the acute hospital setting was primarily 
conducted in the context of NHPPD and hybrid models of nursing staffing (Duffield et al., 
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2011; Duffield et al., 2010; Duffield et al., 2016; Duffield et al., 2018; Duffield et al., 2014; 
Jacob et al., 2015; Roche et al., 2012; Roche et al., 2016; Twigg et al., 2011a, 2012; Twigg, 
Myers, et al., 2016). Research has shown that there is evidence supporting a link between the 
richness of the nursing skill mix or number of RN hours and patient outcomes (Aiken et al., 
2016; Kalisch, Tschannen, & Lee, 2011; Pearson et al., 2006; Roche et al., 2012; Stalpers et 
al., 2015; Twigg et al., 2012; Verrall et al., 2015). The right skill mix for the right ward is a 
complex issue, which this study demonstrates, as the value placed on the NA position varied 
between nurses (RN/EN) and nurse leaders from different wards and was dependent on 
patient needs and nursing care requirements in those units. Inefficacies were found in a “one 
size fits all” approach to skill mix and the distribution of NA leading to frustration within the 
nursing team and nursing leaders. This finding was supported by Duffield et al. (2018), who 
found that staffing a nursing ward is a complex activity and that one single approach to 
staffing is unlikely to be successful. They argue that ward level factors must be considered in 
staffing and skill mix decisions. A lack of ongoing formal evaluation of the ability of the NA 
position to achieve the goals of the role and patient outcomes, raised concerns within the 
participant groups in this case study, as to the value and possible risks of the addition of a 
lower trained worker in the acute ward setting.  
The art of nursing caring and the nursing process is built on the therapeutic 
relationship and the interactions the nurse has with their patients (MacPhee et al., 2017). The 
addition of a lower trained worker to the nursing team requires nurses (RN/EN) to adapt their 
processes to include delegation and supervision to their daily work routine. This opens the 
door for the fragmentation of care, as nursing care may be reduced to a “task and time” 
mechanistic or functional approach to care delivery, which has been shown to have a negative 
impact on the nurse and patient experience (Duffield et al., 2010; MacPhee et al., 2017, p. 
13). This study demonstrated the importance of nurses (RN/EN) adapting their processes to 
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ensure that they continued to provide holistic and patient centred nursing care, despite 
delegating aspects of patient care to the NA position. Nurses are highly skilled and 
knowledgeable professionals who use a range of skills and knowledge to provide quality 
patient care and ensure patient safety (Williams & Hopper, 2015). There were concerns in 
this case over the potential negative impact the inclusion of a lower trained worker to the 
nursing team may have on patient outcomes, as the NA was not trained to a level where they 
could recognise subtle patient cues or signs, such is in the case of a deteriorating patient.  
Does the assertion that qualified nurses are to work to their upper end of their scope 
require nurses to leave the bedside and the physical elements of patient care, once considered 
core aspects of the nursing role, for a supervisory role focusing on administration and 
coordination while NAs perform physical care duties? (Jones, 2010; Traynor, Nissen, 
Lincoln, & Buus, 2015). In this case, the nurses (RN/EN) remained firmly entrenched at the 
patient bedside, lacking consistent support from the NA. A question raised in this case study 
was the commitment of the organisation to enable the NA and nurses to achieve the intention 
of the NA role as defined by the organisation. The restrictions on rostering, frequent 
allocation of the NA to perform the role of a CPO and the inability of nurse leaders to replace 
absent NA or to fill NA position staffing gaps, required nurses to work without support from 
the NA on a regular basis.  
The inability of nursing staff to be assured assistance from the lower trained worker 
within the ward setting created a sense of frustration and fuelled speculation as to the true 
intention of the NA position as a cost cutting measure. It may be argued that through an 
examination of the rise of the EN in Australia and the NA position in the international 
context, there may be justification for the nursing community’s fears and speculation over the 
future direction of the NA position. Already, NAs in other states, such as NSW, are 
expanding their role to perform more technical tasks traditionally the permit of the RN (DoH 
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NSW, 2009; Duffield et al., 2018; NSW Government, 2017; Roche et al., 2016). Conversely, 
it may be argued that in this case, the original intention of the NA position was pure; however 
financial constraints and the potential budgetary savings the NA position offers has redefined 
the organisational value of and outlook for the NA position.  
A return to the past demonstrates the complexity of nursing workforce and skill mix 
issues. As the nursing model of care evolved, it was argued that nurses overextended their 
work jurisdiction, taking on the full responsibility for direct patient care and also many non-
nursing duties, leaving them unable to cope with the resulting workload (Aiken, 1995). Due 
to the multilayered responsibilities of the nursing role, the best model, staffing numbers and 
skill mix for nursing care delivery in the acute hospital setting is a multidimensional and 
complex issue that researchers are yet to resolve. In response to the demands on the 
healthcare system, Australian healthcare organisations have followed the international trend 
in the adoption of the lower trained worker in a direct patient care role in the acute hospital 
setting, as a strategy to reduce the burden on the healthcare system and the nursing 
workforce. Settings such as the UK and the USA implemented similar strategies in the 1990s, 
with many researchers at the time raising similar questions and issues to the findings of this 
case study research and current Australia literature in nursing workforce and skill mix. 
Questions of safety, quality, financial benefit, the impact on the nursing profession and role 
satisfaction were raised, as per Appendix Q (Aiken, 1995; Aiken, Sochalski, & Anderson, 
1996; Duffin, 2001; Hall, 2003; Kovner & Schore, 1998; McLaughlin et al., 2000; Jack. 
Needleman et al., 2001; Jack Needleman, Buerhaus, Mattke, Stewart, & Zelevinsky, 2002; 
Scott, 1997; Waters, 1999; Zimmermann, 1995). In the context of the UK, the answers to 
these questions were revealed, in part, through the findings of the Francis Inquiry (2013), 
which attributed poor standards of care to failings in nursing care delivery and the skill mix 
of nursing teams. The question now, is will Australian healthcare providers learn from their 
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counterparts in the international context or will they make the same mistakes as those who 
have travelled this road before them?  
The challenges facing the long-term viability of the Australian nursing workforce 
have been long known. At the turn of the century, Australian researchers identified that the 
failure to meet the challenges facing the Australian nursing workforce may have grave 
consequences for patient care and jeopardise the viability of the discipline of nursing 
(Jackson, Mannix, & Daly, 2001). Will the inclusion of the NA role benefit Australian nurses 
reducing the burden of increasing workload pressures and predicted workforce shortages, or 
will the NA be the weak link in the chain, creating vulnerability for the future of the nursing 
profession and the standards of the quality of patient care in the Australian context?  
As the NA role becomes more prevalent in the Australian context, Australian nurses 
need to take responsibility for enacting their profession and ensuring the quality of care 
provided to their patients by a wider team. RNs and ENs at all levels need to ensure the NA 
position follows clear and consistent policies and boundaries, and that technical skills remain 
the purview of the qualified nurse. Nurses need to work as a team with the NA, sharing 
expectations and respect for each-others’ roles within the nursing team. Australian nurses 
have the opportunity to learn from the experiences of their international counterparts and 
ensure that the NA role enhances both patient care and the nursing experience through 
leadership, support and direction. 
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Glossary 
 
Accountability: “nurses are accountable for their decisions, actions, behaviours and the 
responsibilities that are inherent in their nursing roles including documentation. 
Accountability cannot be delegated” and nurses “remain accountable for the decision to 
delegate, for monitoring the level of performance by the other person, and for evaluating the 
outcomes of what has been delegated” (NMBA, 2016b, p. 16). 
Acute hospital: An acute hospital is classified as a hospital that is licenced to provide 
medical, surgical and obstetric services with round-the-clock comprehensive qualified 
nursing coverage and access to other necessary health professionals (PC, 2009). 
Associate Nurse Unit Manager (ANUM): The ANUM assists and supports the NUM in 
their role, and acts as delegate when required. 
Autonomy: In this case, autonomy was defined as the independence of the person to 
determine their own workload and workflow management in the acute ward setting. 
Case study: is a research approach which covers the logic of design, data collection 
techniques, and data analysis approaches (Yin, 2014). It is used to generate an in-depth 
understanding of a contemporary case, in its real world context (Yin, 2014).  
Change agent: refers to a person or persons that occupy a strategic position in an 
organisation to lead change programmes designed to improve business performance and 
culture (Heery & Noon, 2017). 
Cohesive working relationship: In this case study, a cohesive working relationship was one 
built on trust, teamwork, respect and communication.  
 321 
 
Communication: in the context of this case describes the “interaction between two or more 
people that involves an exchange of information between a sender and a receiver” (Perry et 
al., 2015). 
Cultural norms: In this case study, the cultural norms of the organisation and ward were 
considered to be the standard practices or behaviours considered normal in the ward and 
organisational environment. 
Conceptually clustered matrix: A conceptually clustered matrix arranges the rows and 
columns of the matrix to present themes or concepts for summative documentation and 
analysis (Miles et al., 2014).  
Delegation: describes the process where the nurse delegated aspects of care, which they were 
competent to perform and which they would normally perform themselves, to a less 
experienced member of the same discipline; that is, the nursing assistant (NMBA, 2007, p. 
17). In the context of Australia, “the delegator retains accountability for the decision to 
delegate and for monitoring outcomes” (NMBA, 2007, p. 17).  
Direct supervision: requires the supervisor to be “present and personally observe, work with, 
guide and direct the person who is being supervised” (NMBA, 2007, p. 19). 
Dirty work: dirty work in the context of this case, describes heavy or difficult physical 
and/or emotional work, or literal dirty work, such as empty bed pans or urine bottles.  
Effective communication: In this case study effective communication was an exchange in 
which the message was clearly understood by both parties.  
Effective Full-Time Equivalent (EFT): “The ratio of the total number of paid hours during 
a period (part-time, full-time, contracted) by the number of working hours in that period 
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Mondays through Fridays. The ratio units are FTE units or equivalent employees working full 
time” (Bussiness Dictionary., 2018).  
Embedded case study design: attention is paid to subunits of a single case (Yin, 2014). 
Enrolled Nurse (EN): A person who has achieved 1–2 year vocational educational and 
training (VET) course or equivalent program levels in Diploma of Nursing (AIHW, 2012).  
Essential nursing duties: were defined as tasks that only qualified nursing staff should 
undertake for the purpose of this case study.  
Evidence based practice: “the conscientious, explicit, and judicious use of the integration of 
current best evidence, clinical expertise, and patient values into the decision-making process 
for patient care” (Christenbery, 2017, p. 5). 
Expectations: In this case study expectations were defined as the belief that something 
would happen.  
Focus group: interviews with groups of people who shared a common experience or 
knowledge about the case. 
Heavy workload: For the purpose of this study, a heavy workload describes high workload 
pressure associated with the number and frequency or tasks required by the worker, and 
patient acuity and level of care needs, of the patients for whom they are caring.  
Holistic nursing care: examining the entire person and the person’s world when conducting 
nursing assessment and making nursing decisions (Wilkinson et al., 2015). 
Interview guide: a basic list of topics to be covered with limited questions or as a list of 
questions to be asked. In semi-structured interviews there is flexibility to deviate from the list 
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and no defined sequence for the questions to be posed in (Hamilton & Corbett-Whittier, 
2013; Holloway & Wheeler, 2010; Merriam, 2014; Patton, 2002; Yin, 2010). 
NA guidelines: The organisation position description and policies relevant to the NA role in 
the acute hospital setting in this case.  
Indirect supervision: requires the supervisor to provide reasonable access for the delegate to 
contact them should they require support or assistance (NMBA, 2007).  
Initiative: In this case study, a person’s level of initiative was described as their ability to 
independently act or complete a task without direction from nursing staff or managers.  
Interpersonal skills: describe the behaviours that help a person achieve an objective (Boyd 
& Dare, 2014). Strong interpersonal are effective communication, assertiveness, anger 
management, conflict resolution and teamwork (Boyd & Dare, 2014).  
Models of nursing care: Models of nursing care define the method of allocating nursing 
workload. Four main nursing models of care are patient allocation, team nursing, primary 
nursing, and functional or task allocation (Duffield et al., 2010). 
Motivation: In this case study, motivation described a person’s desire, commitment, and 
energy to contribute to the nursing team and attend to their workload.  
‘New nurse’: For the purpose of this case, new nurses (RN/EN) are nurses of varying levels 
of experience who had started after the initial roll out of the NA in the acute hospital setting 
in this case. 
Nurse–patient ratio: The nurse–patient ratio model is a predefined ratio system that nurse 
numbers are to be calculated upon. In Victoria, Australia the nurse–patient ratio is legislated 
at one nurse to four patients (Victoria State Government, 2018). 
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Nurse Unit Manager (NUM): In this case study, the NUM describes the manager 
responsible for the management of a ward or unit in the hospital organisation. 
Nurse educator: In this case study the nurse educator was employed as dedicated 
educational personnel for nurses at the ward level.  
Nurse embedded unit of analysis: Nurse (RN/EN) participants that worked directly with 
NA in the ward setting. 
Nurse leader embedded unit of analysis: policy makers, managers, supervisors and 
educator participants who had direct involvement with the development, introduction or 
ongoing work of the NA position in this case study.  
Nursing: “Nursing encompasses autonomous and collaborative care of individuals of all 
ages, families, groups and communities, sick or well and in all settings. Nursing includes the 
promotion of health, prevention of illness, and the care of ill, disabled and dying people. 
Advocacy, promotion of a safe environment, research, participation in shaping health policy 
and in patient and health systems management, and education were also key nursing roles” 
(ICN, 2015). 
Nursing Assistant (NA): “a Certificate III Health Service Assistance qualified worker who 
provides basic care to patients under the supervision of a registered nurse” ([IHOD], 2014, p. 
1).  
Nursing assistant embedded unit of analysis: NA participants, who worked in the NA role 
in the research setting. 
Nursing practice: in this context was related to the duties and responsibilities a nurse was to 
attend during their shift. 
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Nursing process: is a continuous cyclical process of assessment, nursing diagnosis or 
clinical judgement, planning, implementation and evaluation (Koutoukidis et al., 2013; Potter 
et al., 2014).  
Nursing team: In this case study, the nursing team was defined as a group of people with 
complimentary skill sets that work together in the provision of patient care in the acute 
hospital setting. The nursing team comprised the regulated nurses, including RNs and ENs 
and the unregulated nursing assistant worker, the NA. 
Nursing work: “all the activities that nurses carry out on behalf of the patient”. (Alghamdi, 
2016, p. 451).  
Nursing workload: “the amount of nursing performance required to carry out the nursing 
activities”. (Alghamdi, 2016, p. 451).  
Organisational and ward management: The hierarchal structures in place to coordinate the 
delivery of nursing services in the organisation and ward environment (Day & Rickard, 
2012). In this case study, at the ward level, this included the NUM, ANUM and educators.  
Patient centred care: “Patient-centred care is health care that is respectful of, and responsive 
to, the preferences, needs and values of patients and consumers” (Luxford et al., 2010, p. 7). 
Core elements of patient centred care - patient participation and involvement, the relationship 
between the patient and the healthcare professional, and the context where care is delivered 
(Kitson et al., 2013). 
Quality of care: For the purpose of this case quality of care describes the standard of care 
provided in the acute hospital setting.   
Registered Nurse (RN): A person who has achieved a 3-year bachelor program or post 
graduate degree equivalent in Nursing (AIHW, 2012).  
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Role expectation: “the anticipation of the performance of the nursing staff in defined roles” 
(Mosby, 2009, p. 489). 
Scope of practice: “the full spectrum of roles, functions, responsibilities, activities and 
decision-making capacity that individuals within that profession are educated, competent and 
authorised to perform” (NMBA, 2007, p. 1). In this case study, scope of practice was also 
used to describe the boundaries of the duties of the NA, as it was the vernacular of the 
participants, however, as NA are not a profession the duties of the NA would more 
appropriately be referred to as the NA duty list and position description.  
Shared mental models: “shared understanding or representation of team goals, individual 
team member tasks, and the coordination of the team to achieve common goals … through 
this shared understanding, teams can perform the needed teamwork skills (e.g., backup 
behaviour, mutual performance monitoring) required for effective team performance” (Salas 
et al., 2005, pp. 565–566). 
Skill mix: the combination of the different categories of nurses and other workers that 
provided direct patient care in the clinical setting (Roche et al., 2012). 
Supervision: NMBA describes clinically focused supervision as the supervision of delegated 
nursing and midwifery tasks and activities and includes: providing education, guidance and 
support for individuals who are performing the delegated activity; directing the individual’s 
performance; and monitoring and evaluating outcomes, especially the consumer’s response to 
the activity (NMBA, 2007, p. 19). 
Supportive ward environment: A supportive ward in this case study was defined as a ward 
in which the NA felt supported and respected within the ward environment. The perception of 
support level was associated with expectations of communication, workload allocation, 
workflow management and working relationships in the ward environment. 
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Teamwork: “a set of interrelated thoughts, actions, and feelings of each team member that 
are needed to function as a team and that combine to facilitate coordinated, adaptive 
performance and task objectives resulting in value-added outcomes” (Salas et al., 2005, 
p. 562). 
Therapeutic relationship: “a helping relationship that’s based on mutual trust and respect, 
the nurturing of faith and hope, being sensitive to self and others, and assisting with the 
gratification of your patient's physical, emotional, and spiritual needs through your 
knowledge and skill” (Pullen & Mathias, 2010, p. 4). 
Value: Value in this case study was defined as the benefit of the assistance provided and 
usefulness attributed to the NA role or an individual person. 
Ward culture: In this case study, a ward’s culture was defined as the unique values, beliefs 
and expectations held within the ward. It consisted of the history, language, informal and 
formal communication networks, and rituals of the ward. The culture of the ward socialised 
co-workers on how to behave in the ward environment and shaped the tone, content and 
objectives of the work accomplished on the ward (Day & Rickard, 2012).  
Work ethic: In this case study, work ethic is described as the level of diligence and effort put 
into their work by a staff member. A higher level of work ethic was associated with a NA that 
sought out work rather than hiding from it and maintained high standards in the completion 
of their duties. 
Workflow: In this case study, the NA’s workflow consisted of the series of tasks that they 
undertook to complete their workload. Workflow also comprised of the allocation and 
delegation of these tasks in the acute ward setting. 
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Working relationship: In this case study, a working relationship was defined as the 
interactions and cooperation co-workers shared within the acute ward setting. 
Workload: In this case study, workload was defined as the amount of work a person was 
expected to attend to during a shift. 
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Appendices 
Appendix A: Recommendations of the Francis Inquiry related to the NA 
(Healthcare Support Worker) position 
Recommendations of the Francis Inquiry related to the NA (Healthcare 
Support Worker) position 
1. There should be a uniform description of healthcare support workers, with 
the relationship with currently registered nurses made clear by the title 
2. Commissioning arrangements should require provider organisations to 
ensure by means of identity labels and uniforms that a healthcare support 
worker is easily distinguishable from that of a registered nurse 
3. A registration system should be created under which no unregistered person 
should be permitted to provide for reward direct physical care to patients 
currently under the care and treatment of a registered nurse or a registered 
doctor (or who are dependent on such care by reason of disability and/or 
infirmity) in a hospital or care home setting. The system should apply to 
healthcare support workers, whether they are working for the NHS or 
independent healthcare providers, in the community, for agencies or as 
independent agents. (Exemptions should be made for persons caring for 
members of their own family or those with whom they have a genuine 
social relationship.) 
4. There should be a national code of conduct for healthcare support workers 
5. There should be a common set of national standards for the education and 
training of healthcare support workers 
6. The code of conduct, education and training standards and requirements for 
registration for healthcare support workers should be prepared and 
maintained by the Nursing and Midwifery Council after due consultation 
with all relevant stakeholders, including the Department of Health, other 
regulators, professional representative organisations and the public (Francis, 
2013a, pp. 1539-1544) 
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Appendix B: Considerations and responsibilities for delegation 
Considerations and Responsibilities for Delegation 
Steps to Successful 
Delegation 
Considerations for 
Delegation 
To maintain a high standard of 
care when delegating activities, 
the professional’s 
responsibilities include: 
The delegation  
recipient has the 
responsibility to: 
■ Understanding the 
principles of 
delegation  
■ Ability to 
communicate clearly 
■ Capacity to see the 
value delegation has 
in developing others 
■ Building trust and 
self-esteem  
■ Respecting that 
different personalities 
and capabilities exist  
■ Acknowledging 
the:  
❍ Right person  
❍ Right task  
❍ Right 
circumstances  
❍ Right direction and 
communication  
❍ Right supervision 
and evaluation 
(Quallich, 2005, p. 
121) 
■ Patient condition, 
especially stability  
■ Patient capacity for 
self-care 
■ Complexity of the 
task  
■ Repetitive nature of 
the task 
■ Technical nature of 
the task  
■ Skills and experience 
of the unlicensed 
assistive personnel  
■ Medical technology 
involved  
■ Infection 
control/safety 
precautions involved  
■ Predictability of 
outcome 
■ RN supervision 
available  
■ Extent of interaction 
with patient 
■ Environment (such 
as ICU vs. 
rehabilitation unit)  
■ Potential for harm 
(Quallich, 2005, p. 
122) 
■ The delegation of care and 
supervision (direct or indirect) 
is lawful 
■ The delegation is appropriate 
to the context taking into 
consideration organisational 
capacity, resources, support and 
skill mix of personnel 
■ Delegation follows 
appropriate consultation, 
planning and risk assessment 
and management, and should be 
followed by evaluation of the 
outcomes 
■ The person who has been 
delegated the activity has the 
appropriate level of knowledge, 
skill, experience, competence 
and legal authority to perform 
the delegated activity; 
understands their accountability 
and is willing to accept the 
delegation 
■ The person who has been 
delegated the activity 
understands and acknowledges: 
the delegated activity; knows 
when and who to ask for 
assistance; and to whom to 
report 
■ The necessary guidance, 
assistance, support and 
clinically focused supervision 
will be provided to the person 
performing the delegated 
activity 
■ Ongoing monitoring of the 
consumer’s health status is 
planned 
■ Evaluation of outcomes  
■ Teaching 
■ Reflection on practice. 
(ANMC, 2007, p. 3; NMBA, 
2007, p. 17)  
■ Negotiate, in good 
faith, the teaching, 
competence 
assessment and level 
of clinically-focused 
supervision needed  
■ Notify in a timely 
manner if unable to 
perform the activity 
for an ethical or other 
reason  
■ Be aware of the 
extent of the 
delegation and the 
associated monitoring 
and reporting 
requirements  
■ Seek support and 
direct clinically-
focused supervision 
until confident of own 
ability to perform the 
activity  
■ Perform the activity 
safely  
■ Participate in 
evaluation of the 
delegation. (NMBA, 
2007, p. 17). 
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Appendix C: Nursing and Midwifery Board of Australia Code of Conduct for 
Nurses: Summary of principles and values 
Nursing and Midwifery Board of Australia Code of Conduct for Nurses: 
Summary of Principles and Values 
Principle Value 
Legal compliance Nurses respect and adhere to professional obligations under the 
National Law, and abide by relevant laws 
Person-centred 
practice 
Nurses provide safe, person-centred, evidence-based practice for the 
health and wellbeing of people and, in partnership with the person, 
promote shared decision-making and care delivery between the 
person, nominated partners, family, friends and health professionals 
Cultural practice 
and respectful 
relationships 
Nurses engage with people as individuals in a culturally safe and 
respectful way, foster open, honest and compassionate professional 
relationships, and adhere to their obligations about privacy and 
confidentiality. 
Professional 
behaviour 
Nurses embody integrity, honesty, respect and compassion. 
Teaching, 
supervising and 
assessing 
Nurses commit to teaching, supervising and assessing students and 
other nurses in order to develop the nursing workforce across all 
contexts of practice. 
Research in 
health 
Nurses recognise the vital role of research to inform quality healthcare 
and policy development, conduct research ethically and support the 
decision-making of people who participate in research. 
Health and 
wellbeing 
Nurses promote health and wellbeing for people and their families, 
colleagues, the broader community and themselves and in a way that 
addresses health inequality (NMBA, 2018) 
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Appendix D: Advertising material 
Advertising Material 
Are you a [NA] or a Nurse that works with 
[NA]? 
We would like to speak to you! 
 
Examination of the Introduction of the [NA] into an Acute Hospital Setting 
We are looking for Nurses and [NA] that meet the following criteria to participate in a focus group 
to discuss the introduction of the [NA] position 
 
Nursing Staff 
 Nursing staff that have worked with the [NA] for more than 3 months 
 Nursing staff that work 3 days a week or greater 
 
[NA] 
 Held the position a of [NA] [Hospital Organisation][Hospital Setting] for more than 3 months 
 
(Snacks and Drinks will be provided) 
 
If you are interested please contact Felicity Walker on the details below: 
Email: [researcher email] 
Phone: [researcher phone] 
 
This project has been given ethical approval by [Hospital Organisation][Hospital Setting] 
reference number [] and RMIT University [] 
This research is being conducted as part of a PhD 
 
Researchers: 
Principal Researcher: Prof Eleanor Holroyd 
Associate Researchers: Felicity Walker RN, Dr Heather Pisani 
 
*This document has been transcribed from the original document removing identifying information 
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Appendix E: Standard ethical institutional HREC conditions 
Standard Ethical Institutional HREC Conditions 
- notify the ethical review committee if the study should be discontinued prior 
to the expected date of completion 
- submit annual progress reports and a final report to the ethical review 
committee 
- notify the ethical review committee of any serious adverse event or any 
situation that would require review of ethical approval of the study 
- submit amendments in the required format 
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Appendix F: Ethical approval letters  
Appendix F1: Research setting ethical approval letter 
Research Setting Ethical Approval Letter 
TO:   Prof Eleanor Holroyd  RMIT University  Science, Engineering and Health  
PROJECT:  Examination of the Introduction of the [NA] into an Acute Hospital Setting 
PROTOCOL No:  PROJECT No: H2013/04931    
Date: 15 March 2013    
Approval Period:       15 March 2013 to     15 March 2016  
 
Re: Approval of Low Negligible Risk Research 
Approved documents:  
Application V2 dated 24 February 2013  
Protocol V2 24 February 2013  
Examination of the Introduction of the [NA] into an Acute Hospital Setting Stakeholders A, B or C PICF 
Version 2, 24th Feb 2013  
Examination of the Introduction of the [NA] into an Acute Hospital Setting Stakeholders D or E PICF 
Version 2, 24th Feb 2013 
 
I wish to inform you that the [Hospital Organisation] Human Research Ethics Committee (HREC) has 
approved your above mentioned project.   
[Hospital Organisation] Health HREC approval is granted from 15 March 2013 providing the following 
conditions being met:  
1. Conditions  
The [Hospital organisation] HREC will be notified, giving reasons, if the project is discontinued at a site 
before the expected date of completion.  
The Principal Investigator will provide an annual progress report to the Office for Research for the period 
July 1 – June 30 each year by the end of September.  These are to be submitted electronically to: 
ethics@[hospital organisation].org.au using templates provided at: 
http://health.vic.gov.au/clinicaltrials/application-instructions.htm. A final report is required upon the 
completion of your study.  
Should your study not commence twelve (12) months from the date of this letter this approval will lapse.  A 
resubmission to the Human Research Ethics Committee would then be necessary before you could 
commence.  
2. Adverse Events   
The Principal Investigator will immediately report anything which might warrant review of ethical approval 
of the project in the specified format, including any unforeseen events that might affect continued ethical 
acceptability of the project. Serious Adverse Events must be notified to the Committee within 48 hours of the 
event by the Principal Investigator. In addition the Principal Investigator must provide a summary of the 
adverse events, in the specified format, including a comment as to suspected causality and whether changes 
are required to the Participant Information Sheet and Consent Form. In the case of Serious Adverse Events 
occurring at the local site, a full report is required from the Principal Investigator, including duration of 
treatment and outcome of event.   
3. Amendments  
If there is an event requiring amendments to be submitted you should follow the instructions found on the 
following website: http://www.[hospital organisation].org.au/researchethics/  
Should you have any queries about the [Hospital Organisation] HREC’s consideration of your project please 
contact Research Ethics Unit on [phone number] or email ethics@[hospital organisation].org.au. The 
[Hospital Organisation] HREC Terms of Reference, Standard Operating Procedures, membership and 
standard forms are available from http://www.[Hospital Organisation].org.au/researchethics/ or from the 
Research Ethics Unit.  
Yours Sincerely,   
[Name] Research Governance Officer, [Location][Hospital Organisation]Phone: [Number]E-mail: 
ethics@[Hospital Organisation].org.au  
  
This HREC is constituted and operates in accordance with the National Health and Medical Research Council’s (NHMRC) National 
Statement on Ethical Conduct in Human Research (2007), NHMRC and Universities Australia Australian Code for the Responsible 
Conduct of Research (2007) and the CPMP/ICH Note for Guidance on Good Clinical Practice annotated with TGA comments (July 
2008) and the applicable laws and regulations; and the Health Privacy Principles in The Health Record Act 2001. The process this HREC 
uses to review multi-centre research proposals has been certified by the NHMRC. 
*This document has been transcribed from the original document removing identifying information 
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Appendix F2: Science, Engineering and Health College Human Ethics Advisory 
Network (CHEAN) of RMIT University Approval Letter 
Science, Engineering and Health College Human Ethics Advisory Network 
(CHEAN) of RMIT University Approval Letter 
4th April 2013 
Eleanor Holroyd [] 
School of Health Sciences 
RMIT University 
 
Dear Eleanor 
 
BSEHAPP 04 – 13 HOLROYD – WALKER Examination of the Introduction of the Health 
Assistant (Nursing) into an Acute Hospital Setting 
 
Thank you for submitting your application for consideration by the Science, Engineering and Health College 
Human Ethics Advisory Network (CHEAN) of RMIT University. 
Your application was considered at the meeting 01 – 13 on, Wednesday 27th March 2013. The 
CHEAN notes that this project has been approved by the Human Research Ethics Committee from 
[Hospital Organisation]  
With research projects that involve applications to more than one Human Research Ethics Committee 
(HREC), the Science, Engineering and Health College Human Ethics Advisory Network (CHEAN) adopts 
the following policy: 
Where a research project is submitted to more than one HREC, one of those HRECs will be designated the 
primary HREC. The primary HREC will be the HREC associated with the organisation that has the primary 
ethical duty of care over the research participants. 
In the event that the Science, Engineering and Health CHEAN is not the primary HREC, its role will 
be to endorse and affirm the decision of the primary HREC, provided the primary HREC is properly 
constituted under Australian Health Ethics Committee and National Health and Medical Research 
Council guidelines. 
To do this, the Science, Engineering and Health CHEAN requires a copy of all documentation associated 
with the application to the primary HREC, including letters of approval. The Science, 
Engineering and Health CHEAN reserve the right to request changes to the ethical conduct of the research in 
order to meet RMIT University requirements. 
In the case of your research project, the Science, Engineering and Health CHEAN ‘B’ has received a copy of 
all of the documentation related to your application to the human research ethics committees noted above; 
therefore, the Science, Engineering and Health CHEAN ‘B’ is able to endorse and affirm the decision of 
those committees. 
 
Please note that annual reports are due during December for all research projects that have been approved or 
endorsed by the CHEAN. 
Your CHEAN Reference number is BSEHAPP 04 – 13 please refer to this number when submitting your 
annual/final report. 
The CHEAN will accept annual/final reports on the external HREC forms for applications they have 
endorsed. 
If you have any questions about this letter or about any ethical issues that arise during the conduct of your 
research, please contact the Chair of the CHEAN directly. 
 
Yours sincerely 
[] 
Chair, Science Engineering & Health 
College Human Ethics Advisory Network 
Cc: Other Investigator/s: Heather Pisani School of Health Sciences RMIT University 
Student Investigator/s: Felicity Walker [] School of Health Sciences RMIT University 
*This document has been transcribed from the original document removing identifying information 
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Appendix G: Participant information and consent forms 
Appendix G1: Participant information and consent form stakeholder A, B or C 
 
Participant Information and Consent Form 
 Stakeholder A, B or C  
Version 2, Dated 24th Feb 2013 
Protocol No. Version 2 dated 24th Feb 2013 
Full Project Title: Examination of the Introduction of the [NA] into an Acute Hospital Setting 
Principal Researcher: Prof Eleanor Holroyd 
Associate Researchers: Felicity Walker RN, Dr Heather Pisani 
1. Introduction 
You are invited to take part in this research project. This is because you have or have had a direct 
involvement with the [Nursing Assistant (NA)] position.  The research project is aiming  to examine 
the introduction of the [NA] into the acute hospital setting with a focus on policy, structures of 
supervision, behaviours and practices of NA [NA], and the Registered Nurse’s (RN) supervision of the 
[NA]. 
 
This Participant Information and Consent Form tells you about the research project. It explains the 
procedures involved. Knowing what is involved will help you decide if you want to take part in the 
research. 
 
Please read this information carefully. Ask questions about anything that you don’t understand or want 
to know more about. Before deciding whether or not to take part, you might want to talk about it with a 
relative, friend or healthcare worker. 
 
Participation in this research is voluntary. If you don’t wish to take part, you don’t have to.  
 
If you decide you want to take part in the research project, you will be asked to sign the consent 
section. By signing it you are telling us that you: 
 
 understand what you have read;  
 consent to take part in the research project; 
 consent to participate in the research processes that are described; 
 consent to the use of your personal information as described 
 
You will be given a copy of this Participant Information and Consent Form to keep. 
2. What is the purpose of this research project? 
Healthcare systems globally are evolving in response to multiple socioeconomic forces that are placing 
pressure on healthcare delivery services.  In response to these pressures initiatives have been developed 
to maximise and diversify the healthcare workforce.  One such initiative is the introduction of the 
unlicensed healthcare assistant (UHCA) into the acute hospital setting (Department of Health, 2012). 
For the purpose of this study this position will be referred to as the [NA].   
 
In 2009 the Victorian government piloted the introduction of the [NA] position into an acute hospital 
setting.  This position has now been implemented in the acute hospital setting at [Hospital 
Organisation]. However further research is required relating to this position and its function.    
 
The objective of this single case, embedded design case study is to examine the introduction of the 
[NA] into the acute hospital setting with a focus on policy, structures of supervision, behaviours and 
practices of [NA], and the Registered Nurse’s (RN) supervision of the [NA]. 
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The majority of the literature concerning the introduction of the [NA] into the acute hospital setting 
comes from the UK and USA as they introduced the position in the early 1990’s (McLaughlin et al., 
2000).  There is minimal Australian literature available concerning the positions introduction as it is a 
fairly new initiative in the Australian acute hospital setting. 
 
This research aims to examine the [NA] position from multiple stakeholder’s perspectives providing a 
comprehensive analysis of the [NA] position in the acute hospital setting. 
 
Stakeholders have been divided into five categories:  
 
Stakeholder A: 
Policy Makers: Policy makers are defined as those at a government or institutional level that have been 
directly involved in the development of the current policies in relation to the [NA] position.  The target 
number of Policy makers to be recruited will be 1-2 from the government level and 1-2 from the 
institutional level.  
 
Stakeholder B: 
Managers: Managers for the purpose of this study will be defined as a person who plans, directs and 
monitors the work of the Nursing and [NA] workforce.  Managers will have direct involvement with 
the [NA] position.  Managers will be of a Nurse Unit Manager (NUM) level or hold a senior 
management position with in the hospital organisation.  The target number of mangers to be recruited is 
5 NUMS and 3 senior hospital managers.   
 
Stakeholder C: 
Supervisor: Supervisor for the purpose of this study will be described as a full-time position who has 
been employed to oversee the [NAs] and liaise with key stakeholders including the NUMs, ward staff 
and RMIT staff (Department of Health, 2012). The target number for the supervisor position is 1.  
 
Stakeholder D: 
Nursing Staff: Nursing staff will be defined as Registered and Enrolled nurses that work directly with 
[NAs] at the Hospital in question. The target number of nurses to be recruited is 40.   
 
Stakeholder E:  
[NA]: [NA] will be defined as a person who works as in the [NA] position at the hospital in question.  
The target number of [NA] to be recruited is 10. 
 
This consent form is for stakeholders who meet the A, B or C stakeholder criteria.  
 
Inclusion Criteria 
For all participant groups participants must also meet the following inclusion criteria: 
1. over the age of 18 years 
2: able to speak and understand English 
3: of either gender: male or female. 
4: who agree to participate in the study, undergone the informed consent procedure and signed a 
consent form 
5: Aboriginal and Torres Strait island nurses will not be targeted but will not be identified or excluded 
 
Inclusion Criteria for participant groups: 
 
Stakeholder A: Policy Makers: 
Direct involvement with the development of policies in regards to the [NA] position 
 
Stakeholder B: Managers: 
NUM with direct involvement in the management of the [NA] position for greater than 3 months 
Senior Hospital Manager with direct involvement in the management of the [NA] position for more 
than 3 months 
Senior Hospital Manager with direct involvement in the introduction of the [NA] position 
 
Stakeholder C: Supervisor:  
Currently employed as the [NA] supervisor 
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Previously employed in the [NA] Supervisor role for greater than 6 months 
 
Exclusion criteria: 
For all participant groups: 
1. Unable to understand or speak English 
2. Inability to provide informed consent 
3. Refusal to have interview or focus group audio recorded 
 
This study will recruit participants from [Hospital Organisation] and the Victorian Department of 
Health.      
 
The results of this research will be used by the researcher Felicity Walker to obtain a Doctorate in 
Nursing. 
3. What does participation in this research project involve? 
If you agree to participate in this research you will be asked to participate in a one to one interview.  
The interview will be audio recorded.  If you do not agree to this please tell the researcher prior to 
signing this consent form.  
If you agree to participate in the study you will be allocated a 5 digit number which will be used to 
identify you during the study.  Only the researchers will know who the 5 digit numbers identify. 
You will be asked to provide basic demographic information such as age and gender.  You will also be 
asked to provide a brief work history such as the length of time you have held you current position and 
how long you have worked with or been involved with the [NA] position. 
The one to one interview will be approximately 1 hour long and will involve you answering questions 
about the [NA] position. The questions will be guided by your position and the answers that you 
provide. 
You will be sent a copy of the transcription of your interview.  You will be asked to read the transcript 
to ensure that you agree to what has been written.  You may clarify or add extra information at this 
time. You will be asked to sign and date and then return the document to the researcher.   
At the end of the study on request you will receive a letter informing you of the outcomes of this study. 
You will not be paid for your participation in this research. 
4. What are the possible benefits? 
There will be no clear benefit to you from your participation in this research. However through this 
research the researchers hope to inform practice and policy in regards to the introduction of this new 
healthcare workforce approach in the Australian context.   
5. What are the possible risks? 
The researchers do not foresee any risks to you from participating in this study.  However if you 
become upset or distressed as a result of your participation in the research, the researcher is able to 
arrange for counselling or other appropriate support. Any counselling or support will be provided by 
staff who are not members of the research team. In addition, you may prefer to suspend or end your 
participation in the research if distress occurs.  
6. Do I have to take part in this research project? 
Participation in any research project is voluntary. If you do not wish to take part you don’t have to. If 
you decide to take part and later change your mind, you are free to withdraw from the project at any 
stage. 
7. What if I withdraw from this research project? 
If you decide to withdraw, please notify a member of the research team before you withdraw.  If you 
decide to leave the project, the researchers would like to keep the information you provided to them. 
This is to help them make sure that the results of the research can be measured properly. If you do not 
want them to do this, you must tell them before you join the research project. 
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8. Could this research project be stopped unexpectedly? 
The researchers do not foresee any reasons this project should be stopped unexpectedly. However if 
this does occur you will be notified by the researchers.   
9. How will I be informed of the results of this research project? 
On request you will be provided a letter detailing the outcomes of this study on the completion of the 
study.   
10. What else do I need to know? 
 What will happen to information about me? 
Any information obtained in connection with this research project that can identify you will remain 
confidential and will only be used for the purpose of this research project. It will only be disclosed with 
your permission, except as required by law.  
In any publication and/or presentation, information will be provided in such a way that you cannot be 
identified, except with your permission.  A numerical coding system will be used to ensure participant 
confidentiality.  You will be allocated a five digit participant number by the researchers.  Any data 
collected in this study will be kept in a locked and secure location for the duration of the study. The 
non-identifiable data will be stored in a locked cupboard in the researcher home for the duration of the 
study.  The key to the numerical coding system will be kept in a separate secure location from the 
coded participant data. Only the researchers will have access to this information for the duration of the 
study.  Any electronic files will be password protected.  All data collected in this study will be securely 
stored at RMIT Universities archiving facility for a period of seven years post the completion of this 
study. Information collected as part of this study will not be used for other studies.    
 
How can I access my information? 
In accordance with relevant Australian and/or Victorian privacy and other relevant laws, you have the 
right to access the information collected and stored by the researchers about you. You also have the 
right to request that any information, with which you disagree, be corrected. Please contact one of the 
researchers named at the end of this document if you would like to access your information. 
 What happens if I am injured as a result of participating in this research project? 
If you suffer an injury as a result of participating in this research project, hospital care and treatment 
will be provided by the public health service at no extra cost to you if you elect to be treated as a public 
patient. 
 Is this research project approved? 
The ethical aspects of this research project have been approved by the Human Research Ethics 
Committees of [Hospital Organisation] and RMIT University.   
This project will be carried out according to the National Statement on Ethical Conduct in Human 
Research (2007) produced by the National Health and Medical Research Council of Australia. This 
statement has been developed to protect the interests of people who agree to participate in human 
research studies. 
Participant Information and Consent Form 
Stakeholder A, B or C 
Full Project Title: Examination of the Introduction of the [NA] into an Acute Hospital Setting 
Principal Researcher: Prof Eleanor Holroyd 
Associate Researchers: Felicity Walker RN, Dr Heather Pisani 
11. Consent 
I have read this document and I understand the purposes, procedures and risks of this research project 
as described within it. 
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I have had an opportunity to ask questions and I am satisfied with the answers I have received. 
I freely agree to participate in this research project as described.  
I understand that I will be given a signed copy of this document to keep. 
 
I request a letter detailing the outcomes of this study on the completion of the study. 
 
Yes or No 
Participant’s name (printed) …………………………………………………… 
Signature        Date 
Name of witness to participant’s signature (printed) ………………………………………   
Signature        Date 
Declaration by researcher*: I have given a verbal explanation of the research project, its procedures 
and risks and I believe that the participant has understood that explanation. 
Researcher’s name (printed) …………………………………………………… 
Signature        Date 
* A senior member of the research team must provide the explanation and provision of information 
concerning the research project.  
Note: All parties signing the consent section must date their own signature. 
12. Who can I contact? 
 
Who you may need to contact will depend on the nature of your query, therefore, please note the 
following: 
For further information or appointments: 
If you want any further information concerning this project you can contact the principal researcher 
Prof Eleanor Holroyd on [] or any of the following people:  
For all appointments and further information regarding this study please call: 
Name: Felicity Walker 
Role: Associate Researcher 
Telephone: [] or email: [] 
For complaints:  
If you have any complaints about any aspect of the project, the way it is being conducted or any 
questions about being a research participant in general, then you may contact:   
[Name] Manager, Office for Research 
[Hospital Organisation] 
References 
DEPARTMENT OF HEALTH 2012. Evaluation of three Better Skills Best Care pilot projects 
http://docs.health.vic.gov.au/docs/doc/078A67FC00DDBB5FCA25799E001FC212/$FILE/Evaluation%20of%20t
hree%20BSBC%20pilot%20projects.pdf. 
 
MCLAUGHLIN, F. E., BARTER, M., THOMAS, S. A., RIX, G., COULTER, M. & CHADDERTON, H. 2000. 
Perceptions of registered nurses working with assistive personnel in the United Kingdom and the United States. 
International Journal of Nursing Practice, 6, 46-57. 
 
*This document has been transcribed from the original document removing identifying information 
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Appendix G2: Participant Information and Consent Form Stakeholder D or E  
 
Participant Information and Consent Form 
 Stakeholder D or E  
Version 2, Dated 24th Feb 2013 
Protocol No. Version 2 dated 24th Feb 2013 
Full Project Title: Examination of the Introduction of the [NA] into an Acute Hospital Setting 
Principal Researcher: Prof Eleanor, Holroyd 
Associate Researchers: Felicity Walker RN, Dr Heather Pisani 
1. Introduction 
You are invited to take part in this research project. This is because you have or have had a direct 
involvement with the [NA] position.  The research project is aiming  to examine the introduction of the 
[NA] into the acute hospital setting with a focus on policy, structures of supervision, behaviours and 
practices of [NA], and the Registered Nurse’s (RN) supervision of the [NA]. 
 
This Participant Information and Consent Form tells you about the research project. It explains the 
procedures involved. Knowing what is involved will help you decide if you want to take part in the 
research. 
 
Please read this information carefully. Ask questions about anything that you don’t understand or want 
to know more about. Before deciding whether or not to take part, you might want to talk about it with a 
relative, friend or healthcare worker. 
 
Participation in this research is voluntary. If you don’t wish to take part, you don’t have to.  
 
If you decide you want to take part in the research project, you will be asked to sign the consent 
section. By signing it you are telling us that you: 
 
 understand what you have read;  
 consent to take part in the research project; 
 consent to participate in the research processes that are described; 
 consent to the use of your personal information as described 
 
You will be given a copy of this Participant Information and Consent Form to keep. 
 
2. What is the purpose of this research project? 
Healthcare systems globally are evolving in response to multiple socioeconomic forces that are placing 
pressure on healthcare delivery services.  In response to these pressures initiatives have been developed 
to maximise and diversify the healthcare workforce.  One such initiative is the introduction of the 
unlicensed healthcare assistant (UHCA) into the acute hospital setting (Department of Health, 2012). 
For the purpose of this study this position will be referred to as the [NA].   
 
In 2009 the Victorian government piloted the introduction of the [NA] position into an acute hospital 
setting.  This position has now been implemented in the acute hospital setting at [Hospital 
Organisation]. However further research is required relating to this position and its function.    
 
The objective of this single case, embedded design case study is to examine the introduction of the 
[NA] into the acute hospital setting with a focus on policy, structures of supervision, behaviours and 
practices of [NA], and the Registered Nurse’s (RN) supervision of the [NA]. 
 
The majority of the literature concerning the introduction of the [NA] into the acute hospital setting 
comes from the UK and USA as they introduced the position in the early 1990’s (McLaughlin et al., 
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2000).  There is minimal Australian literature available concerning the positions introduction as it is a 
fairly new initiative in the Australian acute hospital setting. 
 
This research aims to examine the [NA] position from multiple stakeholder’s perspectives providing a 
comprehensive analysis of the [NA] position in the acute hospital setting. 
 
Stakeholders have been divided into five categories:  
 
Stakeholder A: 
Policy Makers: Policy makers are defined as those at a government or institutional level that have been 
directly involved in the development of the current policies in relation to the [NA] position.  The target 
number of Policy makers to be recruited will be 1-2 from the government level and 1-2 from the 
institutional level.  
 
Stakeholder B: 
Managers: Managers for the purpose of this study will be defined as a person who plans, directs and 
monitors the work of the Nursing and [NA] workforce.  Managers will have direct involvement with 
the [NA] position.  Managers will be of a Nurse Unit Manager (NUM) level or hold a senior 
management position with in the hospital organisation.  The target number of mangers to be recruited is 
5 NUMS and 3 senior hospital managers.   
 
Stakeholder C: 
Supervisor: Supervisor for the purpose of this study will be described as a full-time position who has 
been employed to oversee the [NAs] and liaise with key stakeholders including the NUMs, ward staff 
and RMIT staff (Department of Health, 2012). The target number for the supervisor position is 1.  
 
Stakeholder D: 
Nursing Staff: Nursing staff will be defined as Registered and Enrolled nurses that work directly with 
[NAs] at the Hospital in question. The target number of nurses to be recruited is 40.   
 
Stakeholder E:  
[NA]: [NA] will be defined as a person who works as in the [NA] position at the hospital in question.  
The target number of [NA] to be recruited is 10. 
 
This consent form is for stakeholders who meet the D or E stakeholder criteria.  
 
Inclusion Criteria 
For all participant groups participants must also meet the following inclusion criteria: 
1. over the age of 18 years 
2: able to speak and understand English 
3: of either gender: male or female. 
4: who agree to participate in the study, undergone the informed consent procedure and signed a 
consent form 
5: Aboriginal and Torres Strait island nurses will not be targeted but will not be identified or excluded 
 
Inclusion Criteria for participant groups: 
 
Stakeholder D: Nursing Staff 
Nursing staff that have worked with the [NA] for more than 3 months 
Nursing staff that work 3 days a week or greater       
 
Stakeholder E: [NA] 
[NA] in the Hospital setting being studied for more than 3 months 
 
Exclusion criteria: 
For all participant groups: 
1. Unable to understand or speak English 
2. Inability to provide informed consent 
3. Refusal to have interview or focus group audio recorded 
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This study will recruit participants from [Hospital Organisation] and the Victorian Department of 
Health.      
 
The results of this research will be used by the researcher Felicity Walker to obtain a Doctorate in 
Nursing. 
3. What does participation in this research project involve? 
If you agree to participate in this research you will be asked to participate in a focus group interview 
with six to eight people.  The interview will be audio recorded.  If you do not agree to this please tell 
the researcher prior to signing this consent form. 
If you agree to participate in the study you will be allocated a 5 digit number which will be used to 
identify you during the study.  Only the researchers will know who the 5 digit numbers identify. 
You will be asked to provide basic demographic information such as age and gender.  You will also be 
asked to provide a brief work history such as the length of time you have held you current position and 
how long you have worked with or been involved with the [NA] position. 
Focus groups will last approximately 1 hour and will involve you answering questions about the [NA] 
position.  The questions will be guided by your position and the answers that you provide. 
If you have participated in a focus group you may be invited to also participate in a one to one 
interview.  This is optional and will not impact your involvement in the study if you decline. 
You will be sent a copy of the transcription of your interview.  You will be asked to read the transcript 
to ensure that you agree to what has been written.  You may clarify or add extra information at this 
time. You will be asked to sign and date and then return the document to the researcher.     
At the end of the study on request you will receive a letter informing you of the outcomes of this study. 
You will not be paid for your participation in this research. 
4. What are the possible benefits? 
There will be no clear benefit to you from your participation in this research. However through this 
research the researchers hope to inform practice and policy in regards to the introduction of this new 
healthcare workforce approach in the Australian context.   
5. What are the possible risks? 
The researchers do not foresee any risks to you from participating in this study.  However if you 
become upset or distressed as a result of your participation in the research, the researcher is able to 
arrange for counselling or other appropriate support. Any counselling or support will be provided by 
staff who are not members of the research team. In addition, you may prefer to suspend or end your 
participation in the research if distress occurs.  
6. Do I have to take part in this research project? 
Participation in any research project is voluntary. If you do not wish to take part you don’t have to. If 
you decide to take part and later change your mind, you are free to withdraw from the project at any 
stage. 
 
7. What if I withdraw from this research project? 
If you decide to withdraw, please notify a member of the research team before you withdraw.  If you 
decide to leave the project, the researchers would like to keep the information you provided to them. 
This is to help them make sure that the results of the research can be measured properly. If you do not 
want them to do this, you must tell them before you join the research project. 
8. Could this research project be stopped unexpectedly? 
The researchers do not foresee any reasons this project should be stopped unexpectedly. However if 
this does occur you will be notified by the researchers.   
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9. How will I be informed of the results of this research project? 
On request you will be provided a letter detailing the outcomes of this study on the completion of the 
study.   
10. What else do I need to know? 
 What will happen to information about me? 
Any information obtained in connection with this research project that can identify you will remain 
confidential and will only be used for the purpose of this research project. It will only be disclosed with 
your permission, except as required by law.  
In any publication and/or presentation, information will be provided in such a way that you cannot be 
identified, except with your permission.  A numerical coding system will be used to ensure participant 
confidentiality.  You will be allocated a five digit participant number by the researchers.  Any data 
collected in this study will be kept in a locked and secure location for the duration of the study. The 
non-identifiable data will be stored in a locked cupboard in the researcher home for the duration of the 
study.  The key to the numerical coding system will be kept in a separate secure location from the 
coded participant data.  Only the researchers will have access to this information for the duration of the 
study.  Any electronic files will be password protected.  All data collected in this study will be securely 
stored at RMIT Universities archiving facility for a period of seven years post the completion of this 
study. Information collected as part of this study will not be used for other studies.    
 
How can I access my information? 
In accordance with relevant Australian and/or Victorian privacy and other relevant laws, you have the 
right to access the information collected and stored by the researchers about you. You also have the 
right to request that any information, with which you disagree, be corrected. Please contact one of the 
researchers named at the end of this document if you would like to access your information. 
 What happens if I am injured as a result of participating in this research project? 
If you suffer an injury as a result of participating in this research project, hospital care and treatment 
will be provided by the public health service at no extra cost to you if you elect to be treated as a public 
patient. 
 Is this research project approved? 
The ethical aspects of this research project have been approved by the Human Research Ethics 
Committees of [Hospital Organisation] and RMIT University.   
This project will be carried out according to the National Statement on Ethical Conduct in Human 
Research (2007) produced by the National Health and Medical Research Council of Australia. This 
statement has been developed to protect the interests of people who agree to participate in human 
research studies. 
 
Participant Information and Consent Form 
Stakeholder D or E 
Full Project Title: Examination of the Introduction of the [NA] into an Acute Hospital Setting 
Principal Researcher: Prof Eleanor, Holroyd 
Associate Researchers: Felicity Walker RN, Dr Heather Pisani 
11. Consent 
I have read this document and I understand the purposes, procedures and risks of this research project 
as described within it. 
I have had an opportunity to ask questions and I am satisfied with the answers I have received. 
I freely agree to participate in this research project as described.  
 382 
 
I understand that I will be given a signed copy of this document to keep. 
 
I request a letter detailing the outcomes of this study on the completion of the study. 
 
Yes or No 
 
Participant’s name (printed) …………………………………………………… 
Signature        Date 
Name of witness to participant’s signature (printed) ………………………………………   
Signature        Date 
Declaration by researcher*: I have given a verbal explanation of the research project, its procedures 
and risks and I believe that the participant has understood that explanation. 
Researcher’s name (printed) …………………………………………………… 
Signature        Date 
* A senior member of the research team must provide the explanation and provision of information 
concerning the research project.  
Note: All parties signing the consent section must date their own signature. 
12. Who can I contact? 
 
Who you may need to contact will depend on the nature of your query, therefore, please note the 
following: 
For further information or appointments: 
If you want any further information concerning this project you can contact the principal researcher 
Prof Eleanor Holroyd on [] or any of the following people:  
For all appointments and further information regarding this study please call: 
Name: Felicity Walker 
Role: Associate Researcher 
Telephone: [] 
For complaints:  
If you have any complaints about any aspect of the project, the way it is being conducted or any 
questions about being a research participant in general, then you may contact:   
[Name] Manager, Office for Research 
[Hospital Organisation] 
 
References 
DEPARTMENT OF HEALTH 2012. Evaluation of three Better Skills Best Care pilot projects 
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International Journal of Nursing Practice, 6, 46-57. 
 
*This document has been transcribed from the original document removing identifying information 
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Appendix H: Interview structures 
 
Interview Structures 
Interview 
Structure  
Description  
Structured 
Interview 
Structured interviews are likened to a form of oral survey in which 
the researcher repeats the same predetermined questionnaire to all 
participants with the aim of replicating the interview conditions in 
each individual interview (Merriam, 2014).   
Semi-Structured 
Interview 
The semi-structured interview allows the researcher more flexibility 
in the interview process (Gibson & Brown, 2009; Merriam, 2014).  It 
is guided by an interview guide that contains topics, issues or 
questions for the researcher to follow but also provides the 
interviewer the ability to probe and ask follow up questions as 
required (Gibson & Brown, 2009; Merriam, 2014; Parahoo, 2014). 
Unstructured or 
Qualitative 
Interview 
The unstructured or qualitative interview occurs in a conversational 
manner with no predefined questions (Gibson & Brown, 2009). 
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Appendix I: Interview guides 
Appendix I1: Interview guide: Stake Holder A - ANMF 
Version ANMF 3rd Feb 3014 
Introduction: 
Introduce researcher 
1. Remind respondent of goals of interview and approximate length and topics to be discussed:  
a. Focus on policy, structures of supervision, behaviours and practices of ([NA], and the 
Registered Nurse’s (RN) supervision of the [NA].   
2. Respondent representative of group/ expert 
3. Remind respondent that the interview will be audio recorded and recordings kept confidential 
 
Guide questions 
1. What is your involvement with the ([NA] position?  
2. What is the ANMF’s official position on the [NA] position? 
3. What is your understanding of the role/ position of the [NA] in the acute hospital setting? 
4. What do you identify as the issues in relation to the introduction of the [NA] into the acute 
hospital setting? 
a. How did you incorporate these issues into the policy development of the introduction 
of the [NA] position? 
5. In your opinion how has current policy guided the introduction of the [NA] into the acute 
hospital setting? 
a. What is your understanding of how policy may influence the introduction of the [NA] 
position into the acute hospital setting?  
6. From your experience in policy development in relation to the [NA] position what is your 
understanding of the structures for supervision for [NAs] in the acute hospital setting? 
7. In your opinion does the current position and role of the [NA] reflect policy guidelines? 
8. What do you perceive is the RN’s current understanding of A) supervision and B) delegation 
for example direct and indirect supervision? 
9. How does policy guide the working relationship of the [NA] and the Registered Nurse?   
10. In your opinion what has been the response by RNs to the introduction of the [NA] position to 
the acute hospital setting? 
11. What do you perceive is the future for the [NA] position and the sustainability of the position? 
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Conclusion 
1. Summarise key points discussed 
2. Do you have anything further you would like to add? 
3. Thank respondent 
4. Inform respondent of what happens next 
5. Ask if the respondent if they would like the outcome of the study to be sent to them. 
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Appendix I2: Interview guide: Stake Holder A - DoH 
Version Department of Health 24th Feb 3014 
Introduction: 
Introduce researcher 
1. Remind respondent of goals of interview and approximate length and topics to be discussed:  
a. Focus on policy, structures of supervision, behaviours and practices of ([NA], and the 
Registered Nurse’s (RN) supervision of the [NA].   
2. Respondent representative of group/ expert 
3. Remind respondent that the interview will be audio recorded and recordings kept confidential 
 
Guide questions 
1. What is your involvement with the ([NA] position?  
2. What is the Department of Health’s official position on the [NA] position? 
3. What is your understanding of the role/ position of the [NA] in the acute hospital setting? 
4. What do you identify as the issues if any in relation to the introduction of the [NA] into the 
acute hospital setting? 
a. How did you incorporate these issues into the policy development of the introduction of the 
[NA] position? 
5. In your opinion how has current policy guided the introduction of the [NA] into the acute 
hospital setting? 
a. What is your understanding of how policy may influence the introduction of the [NA] position 
into the acute hospital setting?  
6. From your experience in policy development in relation to the [NA] position what is your 
understanding of the structures for supervision for [NAs] in the acute hospital setting? 
7. In your opinion does the current position and role of the [NA] reflect policy guidelines? 
8. What do you perceive is the RN’s current understanding of A) supervision and B) delegation 
for example direct and indirect supervision? 
9. How does policy guide the working relationship of the [NA] and the Registered Nurse?   
10. In your opinion what has been the response by RNs to the introduction of the [NA] position to 
the acute hospital setting? 
11. What do you perceive is the future for the [NA] position and the sustainability of the position? 
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Conclusion 
1. Summarise key points discussed 
2. Do you have anything further you would like to add? 
3. Thank respondent 
4. Inform respondent of what happens next 
5. Ask if the respondent if they would like the outcome of the study to be sent to them. 
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Appendix I3: Interview guide: Stake Holder C 
  Version 5 dated 24th Feb 2014 
 
Introduction: 
1. Introduce researcher 
2. Remind respondent of goals of interview and approximate length and topics to be discussed 
a. Focus on policy, structures of supervision, behaviours and practices of ([NA], and the 
Registered Nurse’s (RN) supervision of the [NA].   
3. Respondent representative of group/ expert 
4. Remind respondent that the interview will be audio recorded and recordings kept confidential 
Guide questions 
1. What is your involvement with the [NA] position?   
2. What is your understanding of the role/ position of the [NA] in the acute hospital setting? 
3. What do you identify as the issues in if any relation to the introduction of the [NA] into the 
acute hospital setting? 
4. In your opinion how has current policy guided the introduction of the [NA] into the acute 
hospital setting? 
5. As a Supervisor and educator what is your understanding of the structures for supervision for 
[NAs] in the acute hospital setting?  
a. Who supervisors the [NA] position and how are they supervised? 
b. Who is responsible for and supports the [NA] position? 
6. In your experience what are the current behaviours and practices of the [NA] measured against 
the [NA] position description? 
a. How do you perceive that the [NA]s  currently understand their A) Scope of practice 
and B) Role in the acute hospital setting? 
b. How do other members of the multidisciplinary team understand the A) scope of 
practice and B) role of the [NA] in the acute hospital setting? 
7. What does the introduction of the [NA] into the acute hospital setting mean to the RN’s 
practice in the acute hospital setting? 
a. Can you identify any issues in relation to the introduction of the [NA] into the acute 
hospital setting? 
b. What do you perceive is the RN’s understanding of supervision and delegation for 
example the direct and indirect supervision?  
c. What do you perceive is the RN’s understanding of accountability and responsibility 
of delegated and supervised tasks? 
d. What education is provided to the [NA] and RN regarding supervision and 
delegation? 
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e. From your experience how well have RN’s incorporated A) supervision and B) 
delegation of the [NA] into their role? 
f. What measures could be taken to improve RN A) supervision and B) delegation of the 
[NA]? 
g. What do you see in place to ensure that supervision is adequate? 
h. In your opinion what has been the response by RNs to the introduction of the [NA] 
position to the acute hospital setting? 
8. What do you perceive is the future for the [NA] position and the sustainability of the position? 
Conclusion 
 
1. Summarise key points discussed 
2. Do you have anything further you would like to add? 
3. Thank respondent 
4. Inform respondent of what happens next 
5. Ask if the respondent if they would like the outcome of the study to be sent to them 
  
 390 
 
Appendix I4: Interview guide: Stake Holder D 
Version 4 dated 3rd Feb 2013 
Introduction: 
1. Introduce researcher 
2. Remind respondent of goals of interview and approximate length and topics to be discussed 
a. Focus on policy, structures of supervision, behaviours and practices of ([NA], and the 
Registered Nurse’s (RN) supervision of the [NA].   
3. Respondent representative of group/ expert 
4. Remind respondent that the interview will be audio recorded and recordings kept confidential 
Guide questions 
1. What is your understanding of the role/ position of the [NA] in the acute hospital setting? 
2. What do you identify as the issues if any in relation to the introduction of the [NA] into the 
acute hospital setting? 
3. What is your understanding of the structures for supervision for [NAs] in the acute hospital 
setting?  
c. Who supervisors the [NA] position and how are they supervised? 
d. Who is responsible for and supports the [NA] position? 
4. In your experience what are the current behaviours and practices of the [NA] measured against 
the [NA] position description? 
a. How do [NAs] understand their scope of A) practice and B) role in the acute hospital 
setting? 
b. How do other members of the multidisciplinary team understand the scope of practice 
and role of the [NA] in the acute hospital setting? 
5. What does the introduction of the [NA] into the acute hospital setting mean to the RN’s practice 
in the acute hospital setting? 
a. Can you identify any nursing practice issues in relation to the introduction of the [NA] 
into the acute hospital setting? 
b. How well have you incorporated the [NA] role into your practice? 
c. What is your current understanding of A) supervision and B) delegation for example 
direct and indirect supervision? 
d. How do you assess what task to delegate to the [NA]? 
e. How do you monitor the completion of the delegated task? 
f. What is your understanding of accountability and responsibility of delegated and 
supervised tasks? 
g. What education is provided to the [NA] and RN regarding A) supervision and B) 
delegation? 
h. How well have you incorporated A) supervision and B) delegation of the [NA] into 
your role? 
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i. What measures could be taken to improve RN A) supervision and B) delegation of the 
[NA]? 
j. What do you see in place to ensure that supervision is adequate? 
k. In your opinion what has been the response by RNs to the introduction of the [NA] 
position to the acute hospital setting? 
6. What do you perceive is the future for the [NA] position and the sustainability of the position? 
7. In your opinion how has current policy guided the introduction of the [NA] into the acute 
hospital setting? 
Conclusion 
 
1. Summarise key points discussed 
2. Do you have anything further you would like to add? 
3. Thank respondent 
4. Inform respondent of what happens next 
5. Ask if the respondent if they would like the outcome of the study to be sent to them. 
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Appendix I5: Interview guide: Stake Holder E 
Version 3 dated 24th Feb 2014 
Introduction: 
1. Introduce researcher 
2. Remind respondent of goals of interview and approximate length and topics to be discussed: 
a. Focus on policy, structures of supervision, behaviours and practices of ([NA], and the 
Registered Nurse’s (RN) supervision of the [NA].   
3. Respondent representative of group/ expert 
4. Remind respondent that the interview will be audio recorded and recordings kept confidential 
 
Guide questions 
1. What is your understanding of the role/ position of the [NA] in the acute hospital setting? 
2. What do you identify as the issues if any in relation to the introduction of the [NA] into the 
acute hospital setting? 
3. What is your understanding of the structures for supervision for [NA] s in the acute hospital 
setting?  
e. Who supervisors the [NA] position and how are they supervised? 
f. Who is responsible for and supports the [NA] position? 
g. Do you feel supported when working on the wards? 
4. In your experience what are the current behaviours and practices of the [NA] measured against 
the [NA] position description? 
a. How do [NAs] understand their A) scope of practice and B) role in the acute hospital 
setting? 
b. How do other members of the multidisciplinary team understand the A) scope of 
practice and B) role of the [NA] in the acute hospital setting? 
c. What measures could be taken to improve the understanding and incorporation of the 
role/ position of the [NA].  
5. What does the introduction of the [NA] into the acute hospital setting mean to the RN’s practice 
in the acute hospital setting? 
a. What is your current understanding of A) supervision and B) delegation? 
b. What education is provided to the [NA] and RN regarding supervision and delegation? 
c. In your experience how well is the [NA] position supervised? 
d. What do you see in place to ensure that supervision is adequate? 
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e. What measures could be taken to improve RN A) supervision and B) delegation of the 
[NA]? 
f. In your opinion what has been the response by RNs to the introduction of the [NA] 
position to the acute hospital setting? 
6. What do you perceive is the future for the [NA] position and the sustainability of the position? 
7. In your opinion how has current policy guided the introduction of the [NA] into the acute 
hospital setting? 
 
Conclusion 
1. Summarise key points discussed 
2. Do you have anything further you would like to add? 
3. Thank respondent 
4. Inform respondent of what happens next 
5. Ask if the respondent if they would like the outcome of the study to be sent to them 
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Appendix J: Titles of ANMF policies relevant to this case 
Titles of ANMF policies relevant to this case 
 Registration of Assistant in Nursing,  
 Staffing of Nursing and Midwifery Services,  
 Assistants in Nursing Providing Aspects of Nursing Care,  
 Employment of Undergraduate Students of Nursing and Midwifery, and  
 Delegation by Registered Nurses. 
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Appendix K: NA Position description 
Position Description 
Position Title:    [Nursing Assistant]  
Reports To:    Nurse Unit Manger 
Award/Agreement/Contract:  Traineeship 
Position Type:    [Nursing Assistant] Trainee 
Hours Per Week:   38 
1. Organisational Context 
(Removed due to information identifying the hospital organisation in this case study) 
2. Local Work Environment 
The [Nursing Assistant (NA)] Trainee will be allocated home department, which will be any 
one of 13 acute inpatient wards that are participating in the program. 
3. Position Objective  
The [NA] Works a part of the health care team, assisting the registered nurses to provide patient 
care. The [NA] is required to practice under the supervision of a Registered Nurse at all times 
and care will be delegated in accordance with education level and competence. The objective of 
this role is to perform patient care activities alongside the registered nurses. 
4. Position Requirements 
Position Specific  
 The [NA] is expected to (under the supervision of the Nurses Unit Manager and 
or/their Registered Nurse delegates): 
 Work within role and practice parameters as determined by this position description 
and progress through the traineeship once assessed as competent in a particular task by 
the Registered Training Organisation 
 Undertaken activities of daily living for selected patients, including but not limited to: 
o Assistance with hygiene and personal grooming 
o Assistance with nutritional needs 
o Assistance with mobility, transfers and positioning within the ward 
o Assistance with elimination needs 
 Safeguard patient privacy while delivering care 
 Provide direct supervision of patients at risk 
 Maintain safe patient environment  
 Maintain stock levels of medical supplies  
 Participate in documentation  
 Assist with making beds (not on discharge and admission) 
 Recognise, report and record adverse incidents promptly and concisely 
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 Undertake organisational annual mandatory competencies 
 Ensure relevant infection control policies are adhered to at all times 
 Communicate effectively with patients and interdisciplinary team 
 Perform other duties as outlined in ward specific duties 
 
Generic  
 Abide by [Hospital Organisation] corporate policies and practices as varied from time 
to time. 
 Participate in [Hospital Organisation] performance appraisal program as required. 
 Undertake not to reveal to any person or entity any confidential information relating to 
patients and employees, policies, processes and dealings and not to make public 
statements relating to the affairs of [Hospital Organisation] without prior authority of 
the Chief Executive Officer. 
 Actively participate in the ongoing identification, assessment, treatment and prevention 
of risks. 
 Participate in the emergency incident response activities, defined within the 
Emergency Response Manual, as and when required, at the direction of management. 
5. Key Selection Criteria 
Essential for Performance of the Position 
 A commitment to [Hospital Organisation] values: Integrity, Accountability, Respect 
and Excellence. 
 Selection into Certificate III Health Services Assistance  
 Highly developed interpersonal skills 
 Commitment to ongoing professional development 
 Sound work ethic 
6. Other Relevant Information  
Pre-Existing Injury 
Prior to any person being appointed to this position it will be required that they disclose full 
details of any pre-existing injuries or disease that might be affected by employment in this 
position. 
 
7. [Hospital Organisation] Values 
The [Hospital Organisation] values play a critical role in shaping how we operate as an 
organisation. They influence our performance planning, recruitment, training and development, 
and relationships with colleagues, work mates, our patients and their relatives and friends. The 
[Hospital Organisation] values set standard that we expect all staff to live up to in the way 
undertake their duties and responsibilities across the Hospital. 
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Our Values: 
 Integrity 
We Work in the spirit of collaboration and honesty to build effective working 
relationships across the whole organisation   
 Accountability  
We are transparent, responsible and build trust by fulfilling promise and 
communicating effectively 
 Respect  
We care about others and treat each other with consideration, equality and fairness. 
 Excellence 
 We continually strive to advance patient focused care through innovation, research and effective 
stakeholder management. 
8. Documents Review Details 
 
Date Position First Documented (if known):   19th March 2009 
 
Date of this Position Description Review:   2 February 2012 
*This document has been transcribed from the original document removing 
identifying information 
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Appendix L: NA duties 
NA Duties 
Hygiene Communication 
Mouth Clean Answering call bells including ‘staff 
assist’ 
Basic eye care Clerical (answering phones, 
transferring calls) 
Brushing hair Communication conduit (Verbal and 
written) 
Showering under the supervision of 
the RN 
Report unexpected events 
Shaving Attend handover 
Sponging under the supervision of 
the RN 
Report to Team Leader 
Dressing under the supervision of the 
RN 
Documentation 
Grooming i.e. non-medicated skin 
care & makeup 
Fluid balance chart (oral input and 
urine output) 
Toileting Food Chart  
Replacing bottle/commode Bowel Chart 
Emptying IDC Weight 
Emptying and delivering urinal pans Maintenance 
Manual Handling  Restock Medical supplies (excluding 
emergency and medicine supplies) 
Transfers/sitting out of bed Changing tubing/ suction equipment 
Mobilising patients Emergency response 
Assist with pressure area care Other Duties  
Nutrition  Assisting with deceased patients 
Assistance with eating and drinking 
at the direction of the Registered 
Nurse 
Escorting to appointments where 
appropriate  
Environment Packing and unpacking patient 
belongings (transfer/ discharge) 
Maintain safe patient environment 
under the supervision of the 
Registered Nurse 
Weighing patients 
Assist with flowers/ vases  
Making beds (not on admission or 
discharge) 
([IHOD], 2011c)*This document has been transcribed from the original document 
removing identifying information 
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Appendix M: Working with Health Assistants Procedure 
Working with Health Assistants 
Staff this document applies to: 
Registered nurses  
Allied Health Professionals 
Purpose: 
The aim of this procedure is to outline the responsibilities of Health Professional staff in regards to 
supervision and delegation of Health Assistants.  
 
A [NA] is a Certificate III Health Service Assistance qualified worker who provides basic care to 
patients under the supervision of a registered nurse. 
 
A  Health Assistant (Allied Health) is a worker who is required to perform work of a general nature 
under the supervision of an Allied Health Professional. Allied Health Assistants can be unqualified 
or qualified workers.   
Definitions: 
Delegation is the process by which a health care professional allocates work to a Health Assistant 
who is deemed competent to undertake that task. The Health Assistant is responsible for undertaking 
the task while the Health Professional retains accountability for the patient care. Only Registered 
Nurses may delegate tasks to a [NA].  
 
Direct supervision is when the supervisor is actually present and personally observes, works with, 
guides and directs the person who is being supervised. (NMBA)  
 
Indirect supervision is when the supervisor works in the same facility or organisation as the 
supervised person, but does not constantly observe their activities. The supervisor must be available 
for reasonable access. What is reasonable will depend on the context, the needs of the consumer and 
the needs of the person who is being supervised. (NMBA) 
Delegation: 
The delegation of duties and supervision to Health Assistants must be based on the following 
principles:  
 A thorough assessment of the patient is undertaken by a Health Professional (registered 
nursing or allied health) prior to any delegation of duties. 
 Delegation of duties is based on appropriate consultation and planning. 
 The Health Professional is accountable for the decision to delegate duties and for monitoring 
the standard of performance of the Health Assistants to whom the delegation has been made 
 [NA] may be directly or indirectly supervised by a Registered Nurse as defined in a 
national framework for the development of decision-making tools for nursing and midwifery 
practice by the Nursing and Midwifery Board of Australia (NMBA). 
 Allied Health Professionals follow the guidelines for supervision and delegation outlined in 
the Department of Health, Victoria Publication Supervision and Delegation Framework for 
Allied Health Assistants.   
 Delegation of any duty is in accordance with the individual’s educational preparation and 
competence.  
 All delegated duties should be part of the current role of the Health Professional making the 
delegation.  
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 In the instance where the Health Assistant has not yet been assessed as competent in a 
particular task then direct supervision by a Health Professional must occur.   
 Competency levels of [NA] will increase as they progress through their traineeship. Current 
levels of competence can be accessed in the [NA] Resource Folder. 
 Competency levels of Health Assistants, (Allied Health) will be determined by their 
qualifications, grading and competency based training programs. Roles and responsibilities 
are outlined in position descriptions.  
Monitoring Strategies: 
A range of monitoring strategies can be used to monitor the Health Assistants performance 
including:  
Direct monitoring strategies involving observation of activity performance, clinical supervision, 
which may be face to face or via teleconference, and verbal or written feedback from the Health 
Professional 
Indirect monitoring strategies involving tracking of activity performance, monitoring of patient 
progress, review of notes or records, review of log books, diary and timetables, and measurement of 
outcomes using assessment tools.  
Author/Contributors:  
Revised [], Ambulatory and Allied Health Manager [] – ADON Improving Care 2013 Original [] - 
Project Manager, [NA] project [] – ADON, Nursing Workforce Unit []- Manager Clinical Nursing 
Education Department [] – Deputy Director Ambulatory and Nursing Services 
Legislation/References/Supporting Documents:  
1. Nursing and Midwifery Board of Australia (NMBA) A national framework for the development 
of decision-making tools for nursing and midwifery practice (2007) 
http://www.nursingmidwiferyboard.gov.au/documents/default.aspx?record=WD10%2f3341&d 
bid=AP&chksum=3SWDivwEVXM4K6MsMHxTmw%3d%3d  
2. Supervision and Delegation for Allied Health Assistants 
http://docs.health.vic.gov.au/docs/doc/Supervision-and-delegation-framework-for-alliedhealth-
assistants 
Document No: 2178            Version No: 2.0            Review Due Date: 2/12/2016            Posted date: 
2/12/2013            Downloaded date: 28/02/2014 
 
Disclaimer: This Document has been developed for [Hospital Organisation] use and has been 
specifically designed for [Hospital Organisation] circumstances. Printed versions can only be 
considered up-to-date for a period of one month from the printing date after which, the latest version 
should be downloaded from the hub.  
Authorised/Endorsed by: [] – Executive Director, Ambulatory & Nursing Services Clinical Nursing 
Services Clinical Policy and Procedure Committee 
Primary Person/Department Responsible for Document: Nursing services Allied Health Managers 
Working with Health 
*This document has been transcribed from the original document removing identifying 
information  
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Appendix N: Working with [NA] Policy 
Working with [NA] 
Staff this document applies to: 
Registered and Enrolled Nurses  
Purpose: 
The aim of this policy is to outline the responsibilities of nursing staff in regards to supervision and 
delegation of [NA].  
 
A [NA] is a Certificate III Health Service Assistance qualified worker who provides basic care to 
patients under the supervision of a registered nurse. 
Equipment 
The delegation of duties and supervision to [NA] must be based on the following principles: 
 A thorough assessment of the patient is undertaken by a registered nurse prior to any 
delegation of duties. 
 Delegation of duties is based on appropriate consultation and planning. 
 The registered nurse is accountable for the decision to delegate duties and for monitoring 
the standard of performance of the [NA] to whom the delegation has been made. 
 Delegation of any duty is in accordance with the individual’s educational preparation and 
competence.  
 All delegated duties should be part of the current role of the nursing making the delegation. 
 Supervision may be direct or indirect as defined by the Australian Nursing & Midwifery 
Council (ANMC). 
 In the instance where the [NA] has not yet been assessed as competent in a particular task 
by the Registered Training Organisation then direct supervision from a registered nurse 
must occur. 
 Competency levels of [NA] will increase as they progress through their traineeship. Current 
levels of competence can be accessed in the [NA] Resource Folder. 
Direct Supervision is when the registered nurse is actually present, observes, works with and 
directs the individual who is being supervised. 
Indirect Supervision is when the registered nurse is easily contactable and available for reasonable 
access but does not directly observe the activity. 
Author/Contributors:  
2011 Project Manager, [NA] project [] 
ADON, Nursing Workforce Unit [] 
Manager Clinical Nursing Education Department []   
Deputy Director Ambulatory and Nursing Services [] 
Legislation/References/Supporting Documents:  
ANMC Delegation and Supervision of Nurses and Midwives (2007) http://www.anmc.org.au/ 
Authorised and Endorsed by: 
[] Executive Director Ambulatory and Nursing Services 
Primary Person/ Department Responsible for Document: 
Nursing Services  
Document No: 2178            Version No: 1.1            Review Due Date: 25/01/2015            Posted 
date: 25/01/2012            Downloaded date: 02/09/2013 
 
Disclaimer: This Document has been developed for [Hospital Organisation] use and has been 
specifically designed for [Hospital Organisation] circumstances. Printed versions can only be 
considered up-to-date for a period of one month from the printing date after which, the latest version 
should be downloaded from the hub.  
*This document has been transcribed from the original document removing identifying information 
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Appendix O: Factors that Influenced the Perceived Success of Introduction of the 
NA into the Acute Hospital Setting in this Case 
Factors that Influenced the Perceived Success of Introduction of the NA into the 
Acute Hospital Setting in this Case. 
 Support from all levels of the organisation, CEO, Executive nursing team and 
NUMs 
 An extensive communication strategy was utilised 
 Tailored RMIT TAFE program developed specifically aimed at [Hospital 
Organisation]’s need comprehensive selection process held with information 
evenings followed by a standard application process including 
literacy/numeracy testing, group interviews and final candidate selection  
 Executive Director led steering committee was established to oversee the 
planning and implementation of the project 
 Ward based education sessions engaged through the Clinical Nursing Education 
Department and focus groups were held to educated and develop [NA] duty lists 
and to engage the [NA] staff as part of the ward team 
 Competency folders were located on each pilot ward (and subsequent wards 
that introduced the NA position) 
 [NA] and ward staff were supported by supernumerary CSN (this position had 
been abolished at the time of this case study) 
 The [NA] underwent a three week study block with a one week residential care 
placement and were assessed on key competencies prior to commencement on 
the pilot wards (and subsequent wards that introduced the NA position)  
([IHOD], 2011c) 
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Appendix P: Certificate III Health Service Assistant subject list for the NA role 
Certificate III Health Service Assistant subject list for the NA role 
 Contribute to effective workplace relationships 
 A Use basic medical terminology 
 A Recognise healthy body systems in a health care context 
 Communicate and work effectively in health 
 Comply with infection control policies and procedures in health work 
 Participate in OHS processes 
 Assist with client movement 
 Maintain high standard of client service 
 Transport clients 
 Support the care of clients 
 Provide support in an acute care environment 
 Prepare and maintain beds 
 Work effectively with culturally diverse clients and co-workers 
 Organise personal work priorities and development 
 Respond effectively to difficult or challenging behaviour 
([IHOD], 2011a) 
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Appendix Q: Nursing workforce questions and issues from the 1990’s and early 
2000s 
Nursing workforce questions and issues from the 1990’s and early 2000s 
1. Is the NA about supporting nurses and the quality of patient care or is it a cost cutting measure? 
2. Is the NA financially beneficial when all factors considered? 
3. Does the addition of the nursing assistant enable nurses to work to the upper end of their scope and 
improve nursing time efficiency? 
4. What is the impact of adding direct patient care to the NA role? 
5. What is the impact of an individual’s personal characteristics on the function of the NA role in the acute 
hospital setting? 
6. What is the impact of a lack of consistency in the standards of training of the NA? 
7. Questions of accountability and responsibility when delegating to the NA position in the acute hospital 
setting  
8. What is the effect of NA on quality and safety? 
9. What is the impact of NA on nursing job satisfaction?  
10. Increasingly ill patients will require higher nurse to patient ratios. 
11. Nurses love their work but hate their jobs (Aiken, 1995, p. 205). 
12. The mix of nurses by education is not correct to meet the healthcare needs of the population (Aiken, 
1995, p. 208) 
13. Reduced nursing staffing is associated with increased nursing stress (Aiken et al., 1996, p. 2) 
14. The problems in hospitals in not as simple as staffing ratios 
15. It is essential to create satisfying professional practice environments (Aiken, 1995, p. 205).  
16. Organisations representing nurses expressed concern about the encroachment of lower trained workers 
on nursing duties “as every patient deserves a nurse”(Zimmermann, 1995) 
17. Challenges and pressures on nurses that influence nursing workload and workplace, jeopardising the 
nurses ability to meet professional standards of care or their own personal standards for patient care: 
changes in patient management through policies such as early discharge and associated increases in 
patient acuity and dependency, issues pertaining to professional autonomy and extended roles, pressures 
on the clinical area associated with education and training of professional students and inexperienced 
staff, changing models of care delivery, skill mix, exposure to occupational hazards, and staff shortages 
(Jackson et al., 2001, p. 165) 
(Aiken, 1995; Aiken et al., 1996; Duffin, 2001; Hall, 2003; Kovner & Schore, 1998; McLaughlin et al., 2000; 
Jack.  Needleman et al., 2001; Jack Needleman et al., 2002; Scott, 1997; Waters, 1999; Zimmermann, 1995).   
 
 
 
 
